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Editorials 


JUDGE M. L. McKINLEY HOLDS THAT 
A CORPORATION CANNOT 
PRACTICE MEDICINE 


State of Illinois, County of Cook, ss. 

In the Superior Court of Cook County. 

People of the State of Illinois, by Otto Kerner, 
as attorney general, Petitioner, vs. United Medi- 
cal Service, Inc., Respondent. No. 34-S 6737 
Quo Warranto. 

Opinion by Judge M. L. McKinley. 

This matter comes before the Court upon a 
“Statement of Agreed Case” by and between 
the parties litigant, as above designated, together 
with a further stipulation and agreement by and 
between said parties submitting to the Court 
fourteen points of law at issue between the par- 
ties litigant. The Court will immediately pro- 
ceed to a discussion of and a decision on the four- 
teen points of law as raised and incorporated in 
the “Statement of Agreed Case.” 

(It is further stipulated and mutually agreed by and 
between the said parties that THE Pornts or Law 
at issue between them are as follows:) 

Question A. Is the court without jurisdiction in this 


form of action to grant the relief prayed in the peti- 
tion, because of the reasons set forth in the aforesaid 
First Plea? 

Answer to Question A. The Court is not without 
jurisdiction, but has complete jurisdiction, in this quo 
warranto action to grant the relief prayed in the peti- 
tion. 

In order to answer this question it is necessary first 
to ascertain what is at issue here and what is provided 
by the quo warranto statute under which this suit has 
been brought. 

The relief prayed for in the petition is set out on 
page 10 of the “Statement of Agreed Case.” The 
prayer is for “the consideration of the Court in the 
premises and for such due process of law as may be 
awarded against the respondent and that it answer 
the petition by what right, title, warrant or authority 
it claims to have and hold such franchise to practice 
medicine, or any of its branches, or any system or 
method of treating human ailments, and to use and to 
enjoy the rights, privileges and emoluments thereto 
appertaining.” 

Under the law it is the duty of the respondent to 
justify its action or conduct or to disclaim the alleged 
action or conduct. In this case by the agreed statement 





294 ILLINOIS MEDICAL JOURNAL 


of facts the respondent puts itself in the position of ad- 
mitting and justifying its conduct and its practice of 
treating human ailments. 

This is a proceeding under the Illinois statute pro- 
viding for the remedy of quo warranto, so that it is per- 
tinent to examine that statute and ascertain what judg- 
ment the Court may enter in a case of this kind. The 
statute provides: 

“In case any person or corporation against whom any such 
information is filed is adjudged guilty, as charged in the infor- 
mation, the court may give judgment of ouster against such 
person or corporation from the office or franchise, and fine such 
person or corporation for usurping, intruding into, or unlaw- 
fully holding and executing such office or franchise, and also 
give judgment in favor of the relator for the costs of the prose- 
cution: Provided, that instead of judgment of ouster from a 
franchise for an abuse thereof, unless the court is of the opinion 
that the public good demands such judgment, the court may fine 
the person or corporation found guilty in any sum not exceed- 
ing $25,000 for each offense. Whenever judgment is given for 
any defendant in such information, the person or corporation 
to whom judgment is given shall recover costs against the 
relator.” 

From this we see that a finding of guilty is neces- 
sary, that is, a finding that the corporation is guilty 
of practicing a “system or method of treating human 
ailments,” and “using and enjoying the rights, privi- 
leges and emoluments thereto appertaining.” After 
such a finding of guilty the Court may give judgment 
ousting the corporation from practicing any system or 
method of treating human ailments and using or en- 
joying the rights, privileges and emoluments thereto 
appertaining, or may fine the corporation for usurping, 
intruding into, or unlawfully holding and executing 
such system or method of treating human ailments and 
using and enjoying the rights, privileges and emolu- 
ments thereto appertaining. The amount of the fine 
may not be in excess of $25,000 for each offense. 

Manifestly the respondent’s position is that it may 
practice the healing of human ailments by employing 
licensed doctors, and that in that case the doctors are 
practicing the treatment of human ailments and not the 
corporation. But this point has been completely fore- 
closed by the Supreme Court of Illinois in the case of 
People v. Stock Yards State Bank, 344 Ill. 462, at the 
bottom of page 476 and the top of page 477, where the 
Court says with reference to the practice of law by 
corporations : 

“That it (the corporation) used for that purpose the services 
of licensed attorneys in its employ does not alter the fact that 
it was thus practicing law.” 

Manifestly the Supreme Court of this state has there- 
fore decided that a corporation employing licensed doc- 
tors to give treatment for human ailments would itself 
thereby be practicing the treatment of human ailments. 

The foregoing has been stated to determine exactly 
what the point is, so that the Court may discuss with 
full information the question of jurisdiction raised 
under Question A. 

It is petitioner’s contention that the practice of medi- 
cine, under the Medical Practice Act, is restricted to 
individuals who are able to comply with the provisions 
relitive to moral character, educational benefits and 
official tests by examination, which cannot be complied 
with by a corporation as such. 
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It is also petitioner’s contention that the respondent 
is violating the law in treating human ailments by li- 
censed doctors employed and paid by the respondent, 
and by receiving compensation from patients for such 
treatment, and also that the Quo Warranto Act meets 
the necessities of procedure by the provision, in Sec- 
tion 1, that the action in quo warranto may be avail- 
able against “any corporation * * *(which) * * * ex. 
ercises powers not conferred by law.” 

The respondent contends, with reference to this pro- 
vision and whether quo warranto is available under 
it in this case, that this form of action is not avail- 
able in this case for three reasons: 1. Because there is 
an adequate remedy by injunction under general equity 
jurisdiction; 2. Because there is an adequate remedy 
in the Medical Practice Act by prosecution of the cor- 
poration and subjecting it to a fine (imprisonment, of 
course, not being available for a corporation) ; and 3. 
Because the Business Corporation Act provides for 
adequate relief at the instigation of the attorney gen- 
eral against corporations under certain circumstances. 

I. As to equity jurisdiction for preventing a cor- 
poration from “exercising powers not conferred by 
law,” there is no such jurisdiction in a case of this 
sort. 

Counsel for the respondent has cited authorities for 
the proposition that the proper method of procedure 
in this case is by injunction, under the general equity 
jurisdiction of the Court, rather than by quo warranto. 
None of the cases cited by counsel for respondent for 
that proposition is a case in which, as here, it was 
sought to oust a valid existing corporation from the 
usurpation of a franchise improperly granted to the 
corporation. The cases cited by him are: (1) cases in 
which it was sought to stop the improper use of a 
franchise properly granted to the corporation; (2) 
cases in which it was sought to enjoin individuals from 
improper activities on behalf of a corporation operat- 
ing within the law; and (3) cases in which it was 
sought to enjoin persons from attempting to carry on 
corporate activities when the existence of the corpora- 
tion was challenged by the People. 

The only relief sought by the People in this case is 
the ouster of the corporation from a franchise improp- 
erly granted to the corporation. The existence of the 
corporation is admitted; and there is no complaint 
made against the activities of the officers; and there 
is no complaint that there is any improper use of any 
power properly granted in the charter. Petitioner com- 
plains that the improper grant of power in the charter 
is being used in violation of the Medical Practice Act. 
This distinguishes the case at bar from all cases cited 
by counsel for respondent. 

This action is brought under the Illinois statute pro- 
viding for the quo warranto action. Petitioner has 
proceeded with strict adherence to the exact language 
of the act. The act provides that it is applicable where 
a corporation “exercises powers not conferred by law.” 
It will be observed, therefore, that quo warranto lies 
where the corporation exercises assumed powers, OF 
powers that have been usurped. In the case at bar 
the corporation is shown to exercise certain powers, oF 
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a certain license, or right, created and controlled by 
the Medical Practice Act, and that the power which 
the corporation exercises is not only not conferred on 
a corporation by law, but is impliedly denied to it by 
the peculiar language of the Medical Practice Act. 
This situation certainly comes under the plain statutory 
language of the quo warranto act. The charter of the 
corporation states as one of its objects “prevention and 
treatment of disease.” The Secretary of State had no 
lawful right to issue a charter to the corporation for 
any such purpose so that this stated object in the char- 
ter is nugatory and invalid. It is not necessary to cite 
authorities for the proposition that the stated object 
in the charter is not conclusive as to what the lawful 
object of the corporation is, but may be held to be 
unlawful as an object of the corporation. Equity juris- 
diction has never in such a case as this undertaken a 
remedy by injunction, and even if it did our statute, 
with its peculiar provision, would nevertheless make 
quo warranto applicable. 

The cases decided by the Supreme Court of the state 
are in complete harmony with the statutory provision. 
There is no case in which the Supreme Court of IIli- 
nois has decided that a case like this is not available 
under quo warranto but is available under injunction. 
There are a number of cases decided by our Supreme 
Court in which the right to use a franchise or hold a 
public office was litigated in which quo warranto was 
the procedure, in which judgment was entered on the 
theory that quo warranto was the right procedure, 
but in which the court and counsel apparently had no 
suspicion that injunction would have been the proper 
remedy, and in which therefore the precise objection 
that injunction was the proper procedure was not 
raised. It is not necessary to cite these numerous cases, 
simply because the point was not actually raised and 
litigated. 

However, the Appellate Court for the First District, 
in Ziebell v. Village of Posen, 257 Ill. App. 32, speak- 
ing through Mr. Justice McSurely, entered into a dis- 
cussion of the distinction that governs between quo 
warranto in cases like the case at bar and injunction in 
proper cases, and said: 

“As against defendant’s position, it has been held as a gen- 
eral proposition that an injunction will lie to prevent unlawful 
acts of a municipal corporation. Griswold v. Brega, 160 Ill. 
490; People ex rel Nelson v. Tayler, 281 Ill. 355, and cases 
there cited. To the same effect are decisions in other jurisdic- 
tions, Layton v. Mayor and City Council of Monroe, 50 La. 
Ann, 121; City of Pueblo v. Stanton, 45 Colo. 523; Morris v. 
City of Nashville, 74 Tenn. 337. 

Quo warranto would not lie in the instant case because there 


had been no usurpation or assumption of franchise by the 
defendant. * * * 

In People ex rel Koerner v. Ridgley, 21 Ill. 65, it was held 
that the information for quo warranto was insufficient because 
there was no definite averment that the defendants held or 
exercised any office, or franchise. Other cases to the same 
effect are: People ex rel Evans v. Callaghan, 88 Ill. 128; Peo- 
ple ex rel Brothers v. Dodds, 310 Ill. 607; People ex rel Wilcox 
v. Barber, 265 Ill. 816; People ex rel Mark v. Hartquist, 311 
Ill, 127, * * * In High on Extraordinary Remedies, 3rd Ed. 
sec, 627, the author says that to lay the foundation for proceed- 
ings by quo warranto: ‘There must in all cases have been 
an actual possession and user of the franchise. It is not suffi- 
cient, therefore, that the person against whom the remedy 
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is invoked should have merely claimed the right to take the 
official oath but an absolute user must also be shown.’ 

In the case at bar the territory had not yet been annexed 
and the defendant had not yet assumed to exercise control 
over it when the bill was filed; consequently, it was not possible 
by quo warranto to inquire by what right the Village exercised 
authority over the territory. Under such circumstances com- 
plainant properly sought the assistance of a court of equity. 
People v. McWeeney, 259 Ill. 161; Morgan Park v. City of 
Chicago, 255 Ill. 190.” 

This case is in point, because in the case at bar there 
has been shown conclusively, by the stipulation of facts 
to that and, usurpation and assumption of the fran- 
chise, license or right to practice the treatment of hu- 
man ailments. The petition in the case averred that 
the respondent held and exercised the franchise, l- 
cense and right to practice the treatment of human 
ailments. Therefore, not only was there the proper 
averment in the petition but there was the proper proof 
at the trial, that the respondent had actually usurped, 
assumed and taken into its actual possession and use 
the franchise, license or right charged to have been 
withheld from respondent by the provisions of the 
Medical Practice Act. 

The article on Quo Warranto in Ruling Case Law, 
at Section 18 thereof, confirms Mr. Justice McSurely’s 
statement of the law. From that section we quote the 
following excerpts: 

“It is, however, clear that the power to dissolve corporations 
for cause has always been legal and not equitable, and in the 
absence of a statute conferring jurisdiction upon courts of 
equity the question whether or not a corporation has violated 
its charter or forfeited its franchise is a question for the sole 
determination of a court of law. Where a corporation exercises 
a franchise not conferred upon it, it should be proceeded against 
by quo warranto and not by injunction to restrain its act.” * * * 


It is, of course, understood that the expression “a 
franchise not conferred upon it’ means a franchise not 
lawfully conferred upon it. 

It appears, therefore, that counsel’s contention that 
this court is without jurisdiction, on account of the 
form of the action, to grant the relief prayed in the 
petition, as contended by counsel in his first plea, re- 
ferred to in Question A, is without merit. 

It is manifest that there is no remedy in a case 
like this by injunction under the general equity powers 
of this court, nor by any provision in the Medical 
Practice Act, nor by the provisions relative to ultra 
vires in the Business Corporation Act. The three rea- 
sons urging failure of jurisdiction under quo warranto 
alike fall to the ground. 

2. As to the contention that there is an adequate 
remedy in the Medical Practice Act by enforcing the 
criminal penalties against the corporation for practicing 
without a license, the Court has this to say: The only 
penalties under the Medical Practice Act are punish- 
ment by imprisonment and by fine. A corporation may 
not be punished by imprisonment, and can be punished 
only by a fine. Consequently the remedy under the 
Medical Practice Act is punishment by fine. The ques- 
tion is whether that method is an adequate remedy for 
a violation by the corporation of the Medical Practice 
Act under the circumstances set out in the “Statement 
of Agreed Case.” As a practical matter the corpora- 
tion, under such circumstances, could continue the vio- 
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lation of the Medical Practice Act by paying a small 
fine occasionally. It would be impracticable to insti- 
tute a criminal suit on the basis of every treatment 
because the names of the patients would not be known 
nor could the number of treatments be ascertained. 
The punishment by fine would therefore be merely 
spasmodic. The machinery of criminal prosecution 
would be burdened by the constant pressure of innu- 
merable cases. Conviction in one case would have 
nothing to do with conviction in another case. The 
multiplicity of suits would be so great as to be a dis- 
graceful misuse of the criminal-law, to say nothing 
about the inefficiency of such procedure to reach the 
point that is here raised, viz., whether the corporation 
in question is misusing its charter power, or whether 
it has been chartered by the Secretary of State to do 
something that the Secretary of State has no author- 
ity to charter it to do. It does not seem possible that 
those who are promoting the organization and opera- 
tion of the respondent would prefer criminal proceed- 
ings daily, for such proceedings would not only be 
burdensome as to consumption of time and expenditure 
of money but would suggest to the public, through the 
inevitable publicity in such matters, criminal conduct 
on the part of the promoters of the corporate enter- 
prise, whereas by this proceeding it is possible to avoid 
an undesirable result of that sort. The present proce- 
dure does not suggest criminal conduct, but suggests 
merely an inquiry into a naked proposition of law, viz., 
whether a corporation as such may practice the treat- 
ment of human ailments. 


3. As to the argument that the Business Corpora- 
tion Act provides an adequate remedy by injunction 
and excludes procedure by quo warranto, the Court has 
this to say: In the first place, no procedure by injunc- 
tion for this sort of case is provided by the Business 


Corporation Act. That fact really settles the con- 
troversy on this point. An examination of the Business 
Corporation Act, at Section 8 thereof, the section re- 
lied upon to provide the injunctive relief, discloses 
that a procedure by injunction under the Business Cor- 
poration Act is limited so as to exclude a resort to in- 
junction in a case like this. The second paragraph of 
Section 8, in substance, provides that no limitation upon 
the business, purposes or powers of a corporation shall 
be asserted “in order to defeat any action at law or in 
equity between the corporation and a third person or 
between a shareholder and a third person involving any 
contract to which the corporation is a party or any 
right of property or any alleged liability of whatsoever 
nature,” except by certain methods prescribed in the 
section, the one alleged to apply here being designated 
(c). Now it must be perfectly apparent that this case 
is not one that may be designated “an action at law or 
in equity between the corporation and a third person 
or between a shareholder and a third person involving 
any contract to which the corporation is a party or 
any right of property or any alleged liability of what- 
soever nature.” This case has been brought to deter- 
m‘ne the charter right of a corporation to pursue a 
certain license or franchise. It does not constitute an 
action between a corporation and a third person, be- 
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cause it is an action between the corporation and the 
State or the People, who would not be referred to ina 
statute as “a third person.” Neither is it an action be- 
tween a shareholder and a third person. Neither does 
the suit involve any contract to which the corporation 
is a party or any right of property. The Business Cor- 
poration Act manifestly does not intend that the char- 
ter of a corporation shall come under the designation 
of “contract” in such a provision, or that it will come 
under the designation “any right of property” in such 
a provision. Sub-section (c) is subordinated to all of 
the limiting phrases in the second paragraph of Sec- 
tion 8 that we have been referring to, and provides that 
in cases so limited the limitation may be asserted “in 
a proceeding by the State to enjoin a corporation from 
the transaction of unauthorized business.” It is clear 
that the injunctive remedy is not applicable to a case 
like this because a case like this is not included within 
the limitations that apply to all of the proceedings de- 
scribed in the sub-sections (a), (b) and (c). 

Counsel for respondent attempts to support his con- 
tention in regard to Section 8 by resorting to the sec- 
tions 82, 83 and 84 of the Business Corporation Act. 
These specifically apply only to “involuntary dissolu- 
tion.” This suit is not aimed at dissolution of the cor- 
poration, because the corporation, under entirely law- 
ful provisions of its charter, may carry on enterprises 
that are lawful, but is aimed at the provisions in the 
corporation’s charter that the corporation may not law- 
fully exercise, such as the “treatment of disease.” In 
fact, the corporation, so far as the statement of its ac- 
tivities is concerned, might very well be considered 
lawful, except for the phrase in its stated objects 
“treatment of disease,” which is the specific part of the 
charter brought into consideration in this case. Some 
of the provisions of the charter naturally raise the ques- 
tion whether they are not intended to do a thing that 
is in violation of law, but the expression “treatment of 
disease” does not merely raise a question but plainly 
states an object which is a violation of the Medical 
Practice Act. 

But, as was said by counsel for petitioner in the 
oral argument, all this argument about the provisions 
of the Business Corporation Act is plainly put out of 
issue by the rule which has been laid down by our 
Supreme Court to the effect that if there are two meth- 
ods of procedure provided for the same thing the Peo- 
ple may choose one of them as against the other. It 
follows that even if the Business Corporation Act pro- 
vides a method by injunction that could be used, that 
fact does not prevent the Attorney General from pro- 
ceeding under the quo warranto act in a proper case 
under the provisions of that act. 

In the case of Snowball v. The People, 147 Ill. 260, 
at pages 264 and 265, in which Mr. Justice Magruder 
wrote the opinion, the Court said: 

“The general principle is that in the absence of any con: 
trolling constitutional restrictions upon the subject, the Juris: 
diction of the courts to proceed by information in the nature 
of quo warranto is not taken away by a statute which prescribes 
a special proceeding, unless there are express words in the 
statute itself taking away such jurisdiction, or unless it appears 
to have been the manifest intention of the legislature to confine 
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the remedy to the prescribed proceedineg, and to the designated 
tribunal.” 

With reference also to C. & N. W. Ry. Co. v. City 
of Chicago, 148 Ill. 141, at 160, in which Mr. Justice 
Magruder wrote the opinion, the Court approved a 
statement in Sutherland on Statutory Construction, as 


follows : 

“Where a statute gives a new remedy * * * and contains no 
negative, express or implied, of the old: remedy, the new one 
provided by it is cumulative, and the party may elect between 
the two.” 

In People v. Board of: Education, 349 Ill. 390, at 400, 
the Court said: 

“Where two statutes are enacted which have relation to the 
same subject, the earliest continues in force unless the two are 
clearly inconsistent with and repugnant to each other or unless 
in the latest statute some express notice is taken of the former 
plainly indicating an intention to repeal it, and where two acts 
are seemingly repugnant, they should, if possible, be so con- 
strued that the later may not: operate as a repeal of the former 
by implication. (Town of Ottawa v. County of La Salle, 12 
Ill. 339; People v. Burke, 313 id. 576; Village of Glencoe v. 
Hurford, 317 id. 208; People v. Goldberg, 332 id. 346; Wal- 
green Co. v. Industrial Com. 828 id. 194.) It is not enough 


to justify the inference of repeal that the subsequent statute 
covers some, or even all, of the questions covered by the former. 
(Kizer v. City 


There must be an irreconcilable repugnancy. 
of Mattoon, 332 Ill. 545.)” 

Also in People v. West Englewood Bank, 353 IIl. 
451, in which Mr. Justice Jones wrote the opinion. 
This case is authority for the well settled rule in this 
state that repeal of laws by implication is not favored 
and the rule that laws relating to the rights of the 
State cannot be abrogated except by express provisions 
of a statute. The opinion in that case says: 

“Repeal of laws by implication is not favored. This is a gen- 
eral proposition which is applicable to all laws, and it is ‘only 
where there is a clear repugnance. between two laws and the 
provisions of both cannot be carried into effect that the later 
law must prevail and the former be considered repealed by 
implication. (People v. Burke, 313 Ill. 576.) It is not enough 
to justify the inference of repeal of a prior statute that a 
subsequent statute covers some, or even all, of the questions 
covered by the former. There must ‘be an irreconcilable repug- 
nancy. 
of laws by implication is even less favored when they affect 
the sovereign than when they affect the citizen. We know of 
no case in which this topic is directly treated which does not 
hold that laws affecting the rights of a sovereign cannot be 
abrogated except by express provisions of a statute.” 

There can be no controversy that the quo warranto 
act does provide for this sort of case, as we have 
shown above. There can be no doubt that the provi- 
sions of the Business Corporation Act do not specifi- 
cally repeal the principal provision of the quo warranto 
act. If there is any repeal of the provision of the 
quo warranto act by the provisions of the Business 
Corporation Act that repeal must be by implication. 
As to possible repeal by implication we have to take 
note of the fact that the very section of the quo war- 
ranto act resorted to by the Attorney General and 
other sections of the quo warranto act were revised, 
and a new section was added to the quo warranto act, 
by the General Assembly of 1933, the same general 
assembly that passed the Business Corporation Act. 
In other words, the same general assembly, at the 
same session, passed the provision of the Quo War- 
tanto Act that is relied on by petitioner and ‘the provi- 


(Kizer v. City of Mattoon, 332 Ill. 545.) * * * Repeal. 
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sions of the Business Corporation Act that counsel for 
respondent relies on. The Court is bound to construe 
the two provisions together, as cumulative, and to hold 
that the legislature intended that both should be avail- 
able to the Attorney General according to their terms 
in proper cases. 

It is apparent, therefore, that Question A should be 
answered No. 

Question B. Is the power to define what constitutes 
the practice of medicine a power which belongs to the 
Legislative Department or to the Judicial Department 
of the Government? 

Answer to Question B. This question may be. an- 
swered by the statement that the power to define what 
constitutes the practice of medicine belongs to the legis- 
lative department and not to the judicial department, 
and that in this case the legislature has exercised its 
power to define the practice of medicine by the pas- 
sage of the Medical Practice Act, and that it is the 
business of the judicial department to enforce the pro- 
visions thereof. 

The Medical Practice Act, in the broadest possible 
language, takes within the State’s jurisdiction full con- 
trol and regulation of the practice, and occupation, of 
the treatment of human ailments, commonly called the 
practice of medicine. This act covers all of the vari- 
ous kinds of practice, whether by the use of medicines 
and drugs or by the use of any other agencies of heal- 
ing, whether the treatment is carried on by regular 
practitioners, osteopaths, chiropractors or any of the 
other kinds of healers. The Medical Practice Act does 
not use except in its opening section the expression 
“practice of medicine,” but in place thereof, by Section 
24, enumerates the specific things that are licensed 
under the act and which may not be done without a 
license. The plan of the act is to specify the things 
which specifically the act regulates and to require a li- 
cense to do those things and to provide a penalty for 
doing them without a license. The license to do the 
things that are enumerated in Section 24 is a right of 
franchise granted by the state. The object of this suit 
is to prevent the respondent from using this license, 
right or franchise, because it is without authority to 
obtain a license. Its practice by the use of licensed 
physicians is, as the Supreme Court said in the action 
pertaining to lawyers in People vs. Stock Yards State 
Bank, supra, practice. by the corporation itself as such. 
The stipulation of fact admits that the corporation has 
no license and never applied for one. 

This whole situation comes up under the Medical 
Practice Act, which is an act of the General Assembly 
in the exercise of the police power. This court ts not 
asked to employ the police power on its own initiative, 
or on its own right, but is asked to enforce an act of 
the legislature passed within the domain of the police. 
power. Counsel for respondent, by his question, implies 
that there has been no use of the police power in the 
regulation of the practice of medicine, wherein he is 
mistaken, because the Medical Practice Act does the 
very thing which he intimates has not been done. 

Question C. If the power to define what constitutes 
the practice of medicine is a legislative power and the 
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Legislature has not exercised that power, have the 
courts jurisdiction to grant the relief prayed in the 
petition filed herein? 

Answer to Question C. The power to define the prac- 
tice of medicine is a legislative power and the General 
Assembly of Illinois has exercised that power fully 
and has left to the Court the duty to enforce the pro- 
visions of the act, and this Court has jurisdiction to 
grant the relief prayed for in the petition and in the 
“Statement of Agreed Case.” 

With reference to the answers to Questions A, B 
and C, the Court calls attention to the case in which 
the Supreme Court of this state considered this very 
Medical Practice Act, and held it constitutional, Peo- 
ple vs. Walden, 317 Ill. 525, in which the Court said: 

“The medical practice act of 1923 prohibits any person from 
treating human ailments without the license required by the act 
and provides a penalty for violation of its provisions. * * * 
It is generally conceded that it is proper for the legislature to 
prescribe minimum requirements of education for admission to 
examination for the purpose of securing a license to treat human 
ailments, * * *, Every person may have occasion to consult 
a physician, but comparatively few persons can judge the quall- 
fications of learning and skill which he possesses. Any person 
who professes to practice any system of treating human ailments 
has to deal with those mysterious influences upon which health 
and life depend, and no person can claim the right to enter 
that profession who does not have a knowledge of the human 
body, its complicated parts and their relation to each other, 
and a knowledge of the effect upon the human body of sub- 
stances which might cause sickness or destroy life. Whatever 
method of treating human ailments is used by a physician, he 
should be able to detect readily the presence of disease and 
prescribe appropriate remedies for its removal. * * * The medi- 
cal practice act of 1923 recognizes the different methods of 
treating human ailments and prescribes reasonable and uniform 
regulations for testing the qualifications of persons who desire 
to practice medicine in all its branches and persons who desire 
to practice some limited form of treating human ailments. This 
act meets the constitutional objections which rendered void the 
earlier medical practice acts and is valid legislation. People v. 
Witte, 315 Ill, 282.” 

It will appear from the examination of this case that 
the medical practice act in this state is an exercise of 
the police power in regulating what is commonly called 
the practice of medicine, and that the Medical Prac- 
tice Act is a complete foundation of the exercise by 
this Court of its powers of quo warranto, without tres- 
passing in any manner upon the legislative authority 
to exercise exclusively the police power of the state. 

Question D. Can this proceeding be maintained 
without first alleging and proving that the respondent 
has been charged with and convicted of violation of 
the “Medical Practice Act,” as set forth in the afore- 
said Second Plea? 

Answer to Question D. It would seem absurd to 
argue that the state is without authority to keep a cor- 
poration within the bounds of its charter unless it 
first procures a criminal conviction of the corporation. 
That is the proposition argued in Question D. The 
Court maintains that there is no authority for any 
such proposition, The law is specific that a corpora- 
tion may be restricted to the operation of its charter 
powers without resorting first to a criminal action 
for the conviction of the corporation. A corporation’s 
activities, though in violation of its charter, in many 
cases would not come within the purview of any crim- 


April, 1935 


inal statutes or constitute any violation of the crim- 
inal law, and therefore the corporation could not be 
prosecuted. In such a case would counsel for respond- 
ent argue that on that account there would be no pro- 
cedure by which the State could keep the corporation 
within the bounds of its charter? The answer to this 
question must be that there is no connection between 
an action to keep the corporation within the bounds 
of its charter and a criminal action to punish it for 
violating a statute. Question D is answered in the af- 
firmative. 

Question E. Do the provisions of the “Medical 
Practice Act” and of the “Business Corporation Act” 
and the jurisdiction of the equity courts provide such 
proper and adequate remedies of relief as to exclude 
this form of action as a remedy? 

Answer to Question E. The answer to this ques- 
tion is that the provisions of the Medical Practice Act 
and of the Business Corporation Act and the jurisdic- 
tion of the equity courts do not provide such proper 
and adequate remedies of relief as to exclude this form 
of action. This subject has been discussed above in 
connection with other questions and the basis for the 
answer has there been specified. 

Question F. Does the ownership by a corporation 
of a Clinic with offices wherein the treatment of phys- 
ical and mental infirmities, the diagnosis of human 
ailments, the suggestion, recommendation and prescrip- 
tion of forms of treatment for the palliation, relief and 
cure of diseases are engaged in, solely by duly licensed 
and registered physicians and surgeons, who are em- 
ployed by the corporation, which receives the fees 
charged the patients, constitute the practice of medicine 
by the corporation? 

Answer to Question F. This question is answered in 
the affirmative. The Supreme Court of Illinois in Peo- 
ple vs. Stock Yards State Bank, 344 Ill. at 476, said: 

“That it (the corporation) used for that purpose the services 

of licensed attorneys in its employ does not alter the fact that 
it was thus practicing law.” 
This pronouncement by the Supreme Court binds this 
Court in this case. Whatever alleged distinctions may 
be reached between that case and the one at bar with 
respect to various features in it, there is no question 
that the Supreme Court in that case determined flatly 
that the practice of the licensed lawyers was the prac- 
tice of the corporation, and, by analogy, the finding 
must be made here that the practice of the licensed 
doctors is the practice of the corporation. It is not 
possible to argue now that the corporation in this case 
is not practicing the treatment of human ailments but 
that the physicians employed by it are. The Supreme 
Court has closed that avenue of escape for respondent, 
and leaves this court no opportunity to deal with the 
question anew. 

Question G. Does the form of advertisements above 
set forth constitute a public holding out by the re- 
spondent that it, the corporation, is practicing medi- 
cine? 

Answer to Question G. The advertisements of the 
corporation appearing in the “Statement of Agreed 
Case” are solicitations of persons to go to the corpora- 
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tion for the treatment of their ailments. They con- 
stitute, in the language of Section 24 of the Medical 
Practice Act, a holding of the corporation out “to the 
public as being engaged in the diagnosis and treatment 
of the ailments of human beings,” which can be done 
only by individual doctors with licenses under the 
Medical Practice Act. This question is answered in 
the affirmative. 

Question H. Is it the public policy of this State to 
empower corporations to own and operate clinics, hos- 
pitals, dispensaries and sanitariums when organized for 
such purposes ? 

Answer to Question H. The Court is of the opinion 
this question is designed to create a pit into which 
the Court may be expected to fall. The answer to this 
very ingeniously framed question is: It is the public 
policy of the state to deny to corporations any power 
to do the act enumerated in Section 24 of the Medical 
Practice Act, and this denial applies without any lim- 
itation except those that are specified in the Medical 
Practice Act, if any, which does not take over other- 
wise jurisdiction over clinics, hospitals, dispensaries or 
sanitariums. What the public policy of the state may 
be with reference to clinics, hospitals, dispensaries and 
sanitariums seems not to have been declared otherwise 
by the General Assembly, and the Court is not called 
upon in this proceeding to define the public policy as 
to these institutions, and this proceeding does not raise 
any such point as to them, as such. 

Question I. Does any, and if so what, provision of 
the “Business Corporation Act,” or of any other statu- 
tory enactment of the State of Illinois, prohibit a cor- 
poration organized for profit from owning and operat- 
ing a clinic, dispensary, hospital or sanitarium where- 
in any and all medical services are rendered by duly 
licensed and registered physicians and surgeons? 

Answer to Question I. The Medical Practice Act, 
by the necessary construction of all its provisions, 
prohibits the practice of treating human ailments by 
corporations organized for profit, or, whether so or- 
ganized or not, in fact pursuing the occupation of 
treating human ailments for profit, and confines it to 
individuals having a license thereunder to carry on 
this occupation, and the Business Corporation Act has 
no application to the field covered by the Medical 
Practice Act, and does not regulate in any manner 
the occupation of treating human ailments. 

Question J. In the absence of any exercise of police 
power of the State by the Legislature, through legisla- 
tive enactment, prohibiting corporations from owning 
and operating clinics, hospitals, dispensaries and sani- 
tariums, have the Courts the power or jurisdiction to 
prohibit corporations from so doing? 

Answer to Question J. This is another crafty, in- 
triguing question which suggests a pit for the Court 
to fall into. The answer is this: There is no absence 
of the exercise of the policy power of the State of 
Illinois by the legislature for the regulation of the 
occupation of treating human ailments. That power 
has been fully exercised by the General Assembly, and 
the Court is called upon merely to enforce the pro- 
visions of the act so exercising the police power. As 
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far as this Court knows, there is no legislative enact- 
ment regulating clinics, hospitals, dispensaries and san- 
itariums as such, and this Court is not called upon in 
this proceeding to take jurisdiction of any such insti- 
tutions, otherwise than as it considers the occupation 
of treating human ailments, as covered by the Medical 
Practice Act. This Court is not called upon in this 
proceeding to prohibit the ownership or operation of 
clinics, hospitals, dispensaries or sanitariums, as such. 

Question K. If and as the existing statutes enacted 
in the exercise of the police power of the State in re- 
lation to the practice of medicine do prohibit corpora- 
tions from owning and operating clinics, hospitals, dis- 
pensaries and sanitariums, wherein any and all medical 
services are rendered by duly licensed and registered 
physicians and surgeons, is not such exercise of the po- 
lice power unreasonable, and are not such statutes, to 
that extent, invalid and in contravention of the Con- 
stitution of the State of Illinois and particularly of 
Section 2 of Article II thereof, and of the Constitution 
of the United States, and particularly of the Four- 
teenth Amendment thereto? 

Answer to Question K. The answer to this question 
is: This Court is interpreting the Medical Practice 
Act in this proceeding and does not find anything in 
it that has been brought to its attention by this pro- 
ceeding that violates the Constitution of the State of 
Illinois, or the Constitution of the United States in 
any respect whatever. 

Question L. May the respondent hold itself out to 
the public as being engaged (solely by and through the 
services of physicians and surgeons duly licensed and 
registered under the “Medical Practice Act” and em- 
ployed and paid by the respondent) in the diagnosis or 
treatment of ailments of human beings; or suggest, rec- 
ommend or prescribe a form of treatment for the pal- 
liation, relief or cure of any physical or mental ailment 
of any person, with the intention of receiving therefor, 
either directly or indirectly, any fee, gift, or compen- 
sation; or diagnosticate, or attempt to diagnosticate, 
operate upon, profess to heal, prescribe for, or other- 
wise treat any ailment, or supposed ailment, of another ; 
or maintain an office for the examination or treatment 
of persons afflicted, or alleged or supposed to be af- 
flicted, by an ailment, without violating the “Medical 
Practice Act,” or the “Business Corporation Act,” or 
without usurping the liberty, privileges and franchises 
of engaging in such diagnosis or treatment of dis- 
eases of human beings, or without exercising powers 
not conferred upon it by law? 

Answer to Question L. The answer to this question 
is No, for the very good reason that in this case the 
respondent is shown to be usurping the liberty, privi- 
leges and franchises of engaging in the diagnosis or 
treatment of diseases of human beings, contrary to the 
Medical Practice Act, particularly Section 24 thereof, 
and that therein it is exercising or attempting to exer- 
cise powers not conferred upon it by law. 

Question M. Under the facts existing and the law 
involved in this case, is the petitioner entitled to have 
judgment against the respondent ousting the respondent 
from the franchise, occupation or business of holding 
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itself out to the public as being engaged in the diag- 
nosis or treatment of ailments of human beings, or from 
suggesting, recommending or prescribing a form of 
treatment for the palliation, relief or cure of physical or 
mental ailments of persons, with the intention of re- 
ceiving therefor, either directly or indirectly, any fee, 
or compensation, or from diagnosticating, or attempt- 
ing to diagnosticate, operate upon, profess to heal, pre- 
scribe for, or otherwise treat any ailment, or supposed 
ailment, of another, or from maintaining an office for 
the examination or treatment of persons afflicted, or al- 
leged or supposed to be afflicted by an ailment; or from 
usurping, intruding itself into, or unlawfully holding 
or executing any such franchise, occupation or busi- 
ness, or judgment for a fine assessed against the re- 
spondent in some sum not exceeding $25,000, accord- 
ing to the statute in cases of quo warranto? 

‘Answer to Question M. The petitioner is entitled to 
have judgment against the respondent, ousting the 
respondent from the franchise, occupation and_busi- 
ness of holding itself out to the public as being en- 
gaged in the diagnosis or treatment of ailments of 
human beings, and from suggesting, recommending or 
prescribing any form of treatment for the palliation, 
relief, or cure of physical or mental ailments of per- 
sons, with the intention of receiving therefor either 
directly or indirectly any fee, or compensation, and 
from diagnosticating, or attempting to diagnosticate, 
operate upon, profess to heal, prescribe for, or other- 
wise treat, any ailment, or supposed ailment, of an- 
other, and from maintaining an office for the examina- 
tion or treatment of persons afflicted, or alleged or 
supposed to be afflicted, by any ailment; and from 
usurping, intruding itself into, or unlawfully holding 
or executing any such franchise, occupation, or busi- 
ness, either by or through the services of physicians 
and surgeons duly licensed and registered under the 
Medical Practice Act, and employed and paid by the 
respondent or otherwise. 


ATTEMPTED CORPORATION PRACTICE OF - 


MEDICINE IN OTHER STATES 
At the oral argument counsel for petitioner cited 
and quoted from some of the cases involving the cor- 
porate practice of medicine in other states. The Court 
concludes this opinion by citing here the cases upon 
which it relies as precedents for the Court in deciding 
this case: 


People ex rel Illinois State Bar Association v. Peoples Stock 
Yards State Bank, 344 Ill. 462. 

Parker v. Board of Dental Examiners, 216 Calif. 285; 14 
Pac. (2nd) 67. (California). 

State v. Myers, 128 Ohio St., 191 N. E. 99, 

People v. Painless Parker, 50 Colo. 25; 275 Pac. 928 (Colo- 
rado). 

State v. Bailey Dental Co., 211 Ia. 781; 234 N. W. 260 
(Towa). 

Winslow v. Kansas, 115 Kans. 450, 223 Pac. 308. 

People v. John H. Woodbury & Co., 192 N. Y. 454; 85 
N. E. 697, 

Hannon v. Siegel-Cooper Co., 167 N. Y. 244; 60 N. E. 597. 

Lewis v. Woodbury D. P. Co. 175 N. Y. Supp. 269. 

Hodgen v. Commonwealth, 142 Ky. 722. 


Reference was made by counsel on both sides to the 
Nebraska situation. In that state the Supreme Court 
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decided two cases, State Electro Medical Institute vs 
State, 74 Neb. 40, 103 N.W. 1078 and State Electro 
Medical Institute vs Platner, 74 Neb. 23, 103 N.W. 
1079. Those cases were decided on the ground, as this 
Court understands, that a corporation was not neces- 
sarily practicing medicine because it provided for 
treating human ailments by the use of duly licensed 
doctors. That decision can be of no force in this state 
because our Supreme Court in People vs Stock Yards 
Bank, 344 Ill. 462, having under consideration whether 
corporations could practice law, approved the very 
opposite to the view taken by the Supreme Court of 
Nebraska, holding on pages 476 and 477: 

“That it (the corporation) used for that purpose the services 
of licensed attorneys in its employ does not alter the fact that 
it was thus practicing law.” 

Consequently we are not able in this state to give 
the Nebraska cases very serious consideration. 

Counsel for respondent cited the case in Missouri, 
State vs. Lewin, 128 Mo. Appeals, 149, which was de- 
cided by an inferior court in Missouri and in which 
the Court took the position contrary to that taken by 
the Supreme Court of Illinois in People vs Stock 
Yards State Bank, supra, so that that case has no 
effect here. 

Counsel also cited Liggett Company vs Baldridge, 
278 U.S. 105. The Supreme Court of Colorado heid 
in People vs Painless Parker Dentists, 85 Colo. 304, 
275 Pac. 928, that the Liggett case “was not pertinent 
here,” and dismissed it from the discussion of the 
question whether a corporation may practice dentis- 
try. The Liggett case was also cited in Parker vs 
Board of Dental Examiners, 216 Calif. 285, 14 Pac. 
(2nd) 67, in which the question whether a corpora- 
tion could practice dentistry was considered, and was 
apparently passed over as not pertinent. 

In answer to the last question of law stated in the 
“Statement of Agreed Case,” Question M, this Court 
has stated its opinion as to what the judgment should 
be in this case, and directs that judgment be entered 
as there indicated. Counsel for petitioner will prepare 
a draft order in manner conformable. 





MEET ATTORNEY HARRY EUGENE 
KELLY 

In the Superior Court of Cook County on 
March 22, 1935, Judge M. L. McKinley decided 
that it is illegal for corporations to practice 
medicine in Illinois. This sweeping decision of 
Judge McKinley makes pertinent here an ex- 
tended comment upon one of the vital personali- 
ties in this historic legislation precipitated over 
two years ago by the Chicago Medical Society 
and the Illinois State Medical Society. 

Although this is the second time that the 
Medical Practice Act of Illinois has been sus- 
tained legally by that Court upon this critical 
point, the notable opinion of Judge M. L. Mc- 
Kinley published elsewhere in this issue is the 
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most complete and comprehensive that has ever 
been handed down by any court upon this ex- 
tremely important controversy. Well known 
members of the Bar have expressed confidence 
that on account of its clarity and sound legal 
wisdom this decision will stand as the type and 
exemplar for all similar trials that may be 
brought in other states. The Attorney General, 
Judge Kerner, proceeded in this matter with 
ability and with the determination of settling 
the problem and the medical profession is greatly 
indebted to him. 

Conduct of the prosecution so wisely handled 
in both cases was by Harry Eugene Kelly, assist- 
ant to the Attorney General. For many years 
Mr. Kelly has devoted himself to the study of the 
legal side of medical practice. He is the author 
of a book on the regulation of medical practice 
published by the American Medical Association. 

Up until 1917 the Medical Practice Act of 
Illinois was so inadequate that frequently it was 
declared unconstitutional by the Illinois State 
Supreme Court. Therefore there was imperative 
necessity for either an entirely new Medical 
Practice Act, or for a careful revision of that 
then existing. 

This crisis was recognized promptly by a few 
of the members of the official family of the IIli- 
nois State Medical Society, men who for years 
have been persistently active in furthering the 
cause of medical science and who were desirous 
of protecting the legally qualified doctors of the 
state against the inroads of the quacks. So these 
gentlemen cast about for competent legal aid. 
An official of the A. M. A. recommended Mr. 
Kelly, claiming that Mr. Kelly probably knew 
more about medico-legal affairs than any other 
lawyer in America; and stating further that Mr. 
Kelly had gained considerable political experi- 
ence when he was a member of the legislature 
of the state of Colorado, and that subsequently 
his energetic activities had cleaned up in Colo- 
tado the problem of medical quackery. 

Together with a leading member of the legis- 
lative committee of the Illinois State Medical 
Society, Mr. Kelly set up the present Illinois 
Medical Practice Act, and with the aid and the 
Co-operation generally of the members of the 
profession secured its passage by the legislature 
in 1923, 

At least half a dozen times has the 1923 Medi- 
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cal Practice Act been up before the Illinois 
State Supreme Court; each time it has been sus- 
tained by that august tribunal. This present 
Illinois Medical Practice Act is conceded gener- 
ally to be the most competent and best medical 
practice act on the statute books of any state in 
the union. 

Attorney Harry Eugene Kelly is by no means 
unknown in Chicago and throughout the state, 
although his modesty and high sense of profes- 
sional fitness restrain him from those forms of 
self-exploitation which have brought many law- 
yers conspicuously before the public. That he is 
an excellent citizen is shown by his election to 
the presidency of the Union League Club of 
Chicago. That he is regarded as an able and con- 
scientious lawyer is patent from his selection as 
assistant attorney general for the management of 
this controversy for the state, by the Attorney 
General for Illinois, Otto Kerner. 

Since 1923 the Illinois Medical Practice Act 
has been opposed persistently by the proponents 
of chain store medical practice; by those for the 
practice of medicine by corporations; for the lay 
practice of medicine, and for the whole swarm of 
guerilla bands who are ever attacking the ethical 
practice of medicine, and now as never before. 
In vain these interests have uniformly employed 
delay, continuances, procrastination, postpone- 
ment, garrulity, demurrage and every other pos- 
sible plan of defeating the public interests by 
open and by indirect methods. 

Supported by the confidence and the sagacity 
of Attorney General Kerner, Mr. Kelly stood 
firmly by his task in spite of violent attacks and 
an almost overwhelming campaign. The medical 
profession has abundant reason to rejoice that 
Mr. Kelly’s knowledge of law, his patience, and 
his masterly skill in court procedure have been 
so worthily endorsed by the all-embracing verdict 
of Judge M. L. McKinley. 





DR. OTHO BOYD WILL 

In the passing of a pioneer physician, after 
sixty years of practice, there is much substance 
for the older man to ponder and much to stimu- 
late the young man. Born under pioneer condi- 
tions in Pennsylvania in 1846, moving west to 
Canton, Illinois, and graduating from Rush Med- 
ical, he started to practice in the country at 
Kickapoo in 1869. This was soon after the close 
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of the Civil War in reconstruction days, a period 
similar financially to the present time—when IIli- 
nois had no Medical Practice Law and any one 
could set up an office. And there, with saddle 
bags, by dint of thrift, long hours of hard work 
and study, he accumulated a competence that has 
withstood four major panics, forty years of his 
wife’s invalidism, and permitted him the comforts 
of a cloistered home life surrounded. by his many 
beloved books and with good nursing through his 
declining years, which is a triumph in itself. 

We can duly pause in honor to the memory of 
this man whose energy and determination routed 
many a stalking tragedy; who early gave up gen- 
eral practice and by repeated trips to surgical 
centers, constant attendance at medical societies 
and foreign study, fitted himself for the speciality 
of Gynecology; and assisted by Drs, Hamilton 
and Macllvaine founded the Cottage, now the 
Proctor Hospital; who established the first body 
of aseptic trained nurses in these parts and was 
the first to perform an aseptic abdominal opera- 
tion with both scientific and clinically successful 
termination; who by the labor of example and 
through medical literature aided in the establigh- 
ment of aseptic surgery in central Illinois; who 


with consistent results in operations was able to 
spread the feeling among the laiety that entrance 
to a hospital was no longer a major catastrophe 
and that surgery was no longer only the last re- 
sort, in fact creating a hopeful field for elective 
surgery in central Illinois. 

We pause in honor to the physician who with 


almost prophetic foresight took his kit of instru- 
ments with him on an excursion and thereby be- 
came the medical hero of the Chatsworth wreck ; 
to the clinician with immaculate habits, who 
when a country family of five was stricken with 
smallpox and deserted by all, entered the home, 
performed all the menial duties, doctored and 
nursed the family for nearly two weeks until they 
were able to care for themselves; and who on an- 
other occasion left his horse and swam the swollen 
Kickapoo to bring relief to a farm home; who 
founded and edited for a decade the Peoria Med- 
ical Journal; who -has been honored as no other 
Peorian with the office of President of the Illinois 
State Medical Society; who lived in the changing 
epoch caused by the discovery of bacteria as the 
etiology of infections; who lived through the 
many factional fights (and there have been many 
long and bitter ones) without being enmeshed 
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therein; who encouraged the younger men to at- 
tend their medical societies and make contribu- 
tions to medical literature. 

Of a rather tall and frail physique, immaculate 
in dress and frequently enduring personal illness, 
serious, reserved, always professional in appear- 
ance and manner yet kindly disposed, rather a 
stoic in philosophy, conscientious but firm in his 
beliefs and in himself, careful of his time, spend- 
ing evenings in study, frequenter of medical so- 
cieties and taking a part therein, a clear thinker, 
gifted by nature with a clear style and elegant 
diction, a good clinician and a master in handling 
of patients, a hard worker, a careful surgeon, a 
deft, skilful operator with multitudes of friends 
but few intimates, a very tender and considerate 
man in his home, quite overcome with the sickness 
and death of all his children; so in the Autumn 
of Life, approaching 89 years, Otho Boyd Will 
passed to his reward, trusted and beloved by his 
patients ; honored by his profession, a proud, dis- 
tinguished, professional gentleman of the Old 
School. 

Dr. J. H. Bacon. 





SCIENTIFIC EXHIBIT 

The Scientific Exhibit will be one of the most 
attractive and instructive features of the Rock- 
ford meeting of the Illinois State Medical So- 
ciety. There will be exhibits on electrocardi- 
ography, cardiac pathology, cancer, disorders of 
the glands of internal secretion, allergy, and ar- 
thritis as well as by the Department of Health of 
the State of Illinois and the American Medical 
Association. Some of these are sponsored by in- 
dividuals some by teaching institutions. The 
committee hopes that there will be more exhibits 
from non-teaching hospitals, sanitoria and clinics 
and by individuals from outside Cook County. 

Dr. Kreuscher will again be in charge of the 
Fracture Demonstration. 

A limited amount of space available for ex- 
hibits remains. Applications will be received un- 
til May 1, 1935. Those desiring space communi- 
cate with N. S. Davis, III, the Secretary of the 
Committee on Scientific Exhibits, %00 North 
Michigan Avenue, Chicago, Illinois. 





VETERANS’ DINNER 


At the May meeting of the State Society there 
will be held the annual Veterans’ dinner under 
the auspices of the Veterans’ Service Committee. 
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The dinner will be in the Faust Hotel Ball Room 
Tuesday, May 21, at 6:30 p.m. Following the 
dinner prominent speakers will present views 
on the veterans’ affairs in general. Dr. F. O. 
Fredrickson, presiding. The program for the 
eccasion is as follows: 

Why Hospitalization of Non-Service Con- 
nected Cases? Elmer W. Mosley, M. D., De- 
partment Surgeon, Department of Illinois 
American Legion. 

Veterans’ Medical Legislation as It Affects 
the Medical Profession. E. H. Cary, M. D., 
Dallas, Texas, past President of the A. M. A., 
chairman of Committee on Veterans’ affairs. 

The Service Program of American Legion. 
Paul G. Armstrong, M. D., Commander of the 
Department of Illinois, American Legion. 





EIGHTY-FIFTH ANNUAL MEETING 

The preliminary program for the 85th Annual 
Meeting of the Illinois State Medical Society is 
published in this issue of the ILtINo1s MepicaL 
JourNaL, The officers of the Society, the Com- 
mittee on Arrangements, and other committees 
are working in unison to make this 1935 Annual 
Meeting an outstanding one. 

Although this preliminary report does not give 
all information concerning the Annual Meeting, 
it will show the membership that everyone inter- 
ested in the arrangements is working for the best 
interests of the Society, and hope to have a meet- 
ing which will appeal to all. 

The Secretaries’ Conference will begin at 9 :00 
a.m., Tuesday, and the program is one which 
will appeal to everyone and it is hoped that all 
county society officers and many members will 
be present for the Conference. 

The Pediatricians have arranged their usual 
Tuesday morning program, and in addition to 
their special meeting, several interesting Pediat- 
ries papers have been scheduled for the various 
sections. 

The Oration in Medicine will be delivered by 
Dr. James S. McLester, President-elect of the 
American Medical Association, Birmingham, 
Alabama. Dr. McLester has not definitely an- 
hounced his subject, but it will surely be one of 
general interest to all physicians. 

The Oration in Surgery will be delivered by 
Dr. Martin Nordland, of Minneapolis, Minne- 
sota, on Wednesday morning, at 11:00 o’clock. 

The fracture demonstrations which were pre- 


sented last year and which proved so popular, 
will be continued this year, and a very interest- 
ing schedule is being arranged. Full particulars 
of these demonstrations and those participating 
in same, will be announced in the May JourRNAL. 

The Committee on Scientific Exhibits has ar- 
ranged an unusually fine array of scientific ex- 
hibits for the meeting, and for the first time in 
the history of the Illinois State Medical Society, 
suitable awards for the best exhibits in each class 
will be given by the committee. The list of scien- 
tifie exhibits as appearing in this preliminary 
program is not complete, but we will have more 
to say about them in the May JouRNAL, 

The first meeting of the House of Delegates 
will be held on Tuesday afternoon at 3:00 
o’clock, and the second meeting, on Thursday 
morning at 8:30. Hach Society is entitled to 
representation in the House of Delegates, and 
should be sure that their regularly elected dele- 
gate, or his alternate, will be on hand. 

The Winnebago County Medical Society, act- 
ing as host for the meeting, is desirous of having 
a meeting this year which will long be remem- 
bered, and they are anxious to see the best at- 
tendance in the history of the Illinois State 
Medical Society. 

All sessions will be held under one roof—the 
Faust Hotel—and all exhibits will likewise be 
shown in the same building. 

All members desiring hotel reservations may 
obtain same by writing the Hotel Committee, or 
the Manager of the Faust Hotel, Zach Jenkins, 
who has assured us that his famous hostelry is 


ours for the 1935 Annual Meeting. 


THE PRESIDENT’S DINNER 
Wednesday Evening, May 22, 1935 


Wednesday evening is devoted to the honoring 
of the President of the Illinois State Medical 
Society. The President’s dinner honoring our 
President, Dr. Charles S. Skaggs, will be held at 
6:30 o’clock at the Faust Hotel. The program 
for the occasion has not yet been released, but 
further announcements relative to same will ap- 
pear in the May ILLINoIs MEDICAL JOURNAL. 
It is hoped that every member of the Society 
present at the meeting will arrange to attend 
the President’s dinner. 

The remainder of the evening following the 
dinner will be devoted to dancing and bridge. 
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There will be no lengthy speeches by anyone 
at any time during the evening. 

The immediate Past President, Philip H. 
Kreuscher, will act as toastmaster for the dinner. 


VETERANS’ SERVICE COMMITTEE DINNER 

The annual dinner meeting of this committee 
will be held at the Faust Hotel, on Tuesday eve- 
ning, May 21, at 6:00 o’clock. Dr. F. O. Fred- 
rickson, Chairman of the Committee, will be in 
charge of the meeting and an interesting pro- 
gram is being arranged. Every physician, 
whether a veteran or not, is cordially invited to 
attend this meeting, and the completed program 
will be announced in the May ILLINoIs MEDICAL 
JOURNAL, 


THE STAG 

The Winnebago County Medical Society is 
arranging an interesting “Stag’”’ for members 
and guests at the meeting, although they are not 
yet willing to make specific announcements rela- 
tive to the nature of same. During the “Stag,” 
motion pictures showing the work done by the 
American Medical Association, the “plant,” 
printing presses and other equipment at head- 
quarters will be featured in this interesting film. 
Every member of the A. M. A. should know what 
the Association is doing not only for physicians, 
but also for the public in general, and this film 
gives this interesting information. 

We are reliably informed that there will be 
nothing in any way offensive to anyone at the 
stag, and it is hoped that all members and guests 
of the Society will be present on Tuesday eve- 
ning, May 21, at 9:00 o’clock. 


MEETINGS OF THE HOUSE OF DELEGATES 
Tuesday Afternoon, May 21, 1935 
3 :00—First meeting of the House of Delegates 
called to order by the President, Charles 
S. Skaggs, for Reports of Officers, Coun- 
cilors, Committees, introduction of reso- 
lutions, and for the transaction of other 
business which may come before the 
House. 
Thursday Morning, May 28, 1935 
8 :30—Second meeting of the House of Dele- 
gates called to order by the President, 
for election of officers, councilors, com- 
mittees, and delegates and alternates to 
the American Medical Association. Re- 
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ports of Resolutions Committee and 
action on same, and for the transaction 
of other business that may come before 
the House. 


SECRETARIES’ CONFERENCE 

Elizabeth R. Miner, Chairman 

C. D. Snively, Vice-Chairman 

Donald W. Killinger, Secretary 

Tuesday Morning, May 21, 1935 

9 :00-12 :00—“Medical Economic Problems of 
Today and the Future.”—Olin West, 
Secretary and General Manager of the 
American Medical Association, Chicago. 
Discussion opened by Harold M. Camp, 
Secretary of the Illinois State Medical 
Society, Monmouth. 
“Can Medicine Solve Its Own Prob- 
lems?”—Bowman C. Crowell, Associate 
Director of the American College of 
Surgeons, Chicago. 
Discussion opened by John R. Neal, 
Chairman of the Legislative Committee 
of the Illinois State Medical Society, 
Springfield. 
“Health Insurance and Other Plans for 
the Solution of Medical Economic Ills.” 
—R. K. Packard, Chairman of the 
Jouncil of the Illinois State Medical So- 
ciety, Chicago. 
Discussion opened by Edwin S. Hamil- 
ton, Councilor of the 11th District of 
the Illinois State Medical Society, Kan- 
kakee. 
“Ts Medical Relief a Forerunner of State 
Medicine ?”—Mr. B. C. Roloff, State Di- 
rector of Medical and Dental Service of 

_ the Illinois Emergency Relief Commis- 

sion, Chicago. 
Discussion opened by C. E. Wilkinson, 
Souncilor of the 8th District of the Ili- 
nois State Medical Society, Danville. 
Annual Election of Secretaries’ Confer- 
ence. 


PEDIATRICIANS’ MEETING 
W. L. Crawford, Chairman Rockford 
John Vonachen, Vice-Chairman........- Peoria 
Arthur H. Parmelee, Secretary Oak Park 


Tuesday Morning, May 21, 1935 
9:00—“Scarlet Fever, Susceptibility and Im- 
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munization.”—Silber C. Peacock, Chi- 
cago. 

Discussion opened by Ray C. Armstrong, 
Champaign; John S. McDavid, Oak 
Park. 

“Significance of Electrocardiography in 
Children.”—-M. M. Lewison, Chicago. 
Discussion opened by H. W. Elgaham- 
mer, Chicago; J. H. Wallace, Oak Park. 
“The Allergic Infant.”—Gerald M. 


Cline, Bloomington. 

Discussion opened by I. H. Tumpeer, 
Chicago; J. P. Burgess, Rock Island. 
“The Problem of the Asthmatic Child.” 
—F. W. Schultz, Chicago. 

Discussion opened by O. E. Ehrhardt, 
Springfield; Stanley Gibson, Chicago. 


PEDIATRICS PAPERS IN SCIENTIFIC SECTIONS 
Wednesday, May 22, 10:15 A. M. 
SECTION ON PuBLIC HEALTH AND HYGIENE 


Dr. Archibald Hoyne of Chicago, Illinois. 
Subject-—“Meningococcus Meningitis, Impor- 
tance of Intravenous Therapy.” 

Discussion by Dr. Joseph T. O’Neill of Ottawa. 


Wednesday, May 22, 10:40 A. M. 
SECTION ON PUBLIC HEALTH AND HYGIENE 
Dr. Joseph Greengard of Chicago, Illinois. 
Subject—“Passive Immunity in Infants and 
Their Response to Diphtheria Toxoid.” 

Discussion by Dr. Maurice L. Blatt and Dr. I. 
Harrison Tumpeer of Chicago. 


Wednesday, May 22, 3:30 P. M. 
SECTION ON RADIOLOGY 


Dr. John F. Carey of Joliet, Illinois. 
Subject—“Value of X-Ray in Pediatric Diag- 
nosis.” 

Discussion by Dr. Craig D. Butler of Oak Park 
and Dr. John A. Bigler of Highland Park. 


Wednesday, May 22, 4:50 P. M. 
SECTION ON MEDICINE 
Dr. Scott J. Wilkinson of Decatur, Illinois. 
Subject—“Stumbling Blocks in Infant Care.” 
Discussion by Dr. Arthur F. Abt of Chicago, 
and Dr. M. D. McNeal of Highland Park. 
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WoMAN’s AUXILIARY AND ALL VISITING LADIES 
OFFICERS 
President, Mrs. Lucius Cole River Forest 
Vice-President, Mrs. W. D. Chapman... . Silvis 
First Vice-President, Mrs. W. R. Cubbins.... 
Chicago 
Second Vice-President, Mrs. H. I. Conn 
Newman 
Third Vice-President, Mrs. Meyer Solomon.... 
Chicago 
Corresponding Secretary, Mrs. J. P. Simonds. . 


Recording Secretary, Mrs. W. Raim....Chicago 
Treasurer, Mrs. F. P. Hammond Chicago 
Convention Chairman, Mrs. Harry J. Dooley... 

Oak Park 


Ev 1st District 
2nd District 
3rd District 
3rd District 
3rd District 
4th District 
5th District 
6th District 
Y%th District 
8th District 
9th District 


enry Mundt 

. Brumback 
. E. Bollaert 

. M. B. Jelliffe 

. F. T. Brenner 

. John E. Black 

. E. 8. Allen 

. E. W. Burroughs 

. I. L. Foulon 10th District 

. E. R. Steen 11th District 


CHAIRMEN OF STANDING COMMITTEES 


Mrs. A. B. Middleton 
Press and Publicity Mrs. L. B. Joslyn 
Legislative Mrs. Wm. D. Chapman 
PYIGGING: ... . .. 50000 0+e sce ae oe See 
Convention Mrs. H. J. Dooley 
Program Mrs. A. G. Aschauer 
Revisions Mrs. R. F. Stanton 
Public Relations Mrs. A. H. Brumback 
Credentials and Registration. ...Mrs. Imas Rice 
Hygeia Mrs. H. B. Henkel 
Finance Mrs. Fred Adair 
Archives Mrs. A. W. Grote 
Hostess Mrs. A. H. Brumback 


CHAIRMEN OF LOCAL COMMITTEES 


D. J. 

E. E. 

. N.M. 

G. H 

A. H 
Organization 


General Chairman... .Mrs. Joseph S. Lundholm 
Registration Mrs. W. R. Fringer and - 

Mrs. T. H. Culhane 

Mrs. M. P. Rogers and 

Mrs. H. W. Ackemann 
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Mrs. H. B. Henkel 
Mrs. E. H. Weld 
SOCIAL EVENTS 

Tuesday Luncheon Mrs. J. M. Severson 
Rockford College Tea Mrs. John Green 
Bridge Dinner Mrs. E. T. Leonard 
President’s Luncheon Mrs. C. A. Cibelius 
Mrs. C. A. Cibelius 
Mrs. R. Bosworth and 
Mrs. C. H. Boswell 

Trip to Oregon and Tea at Oregon Country 
Mrs. L. Wermoltz 


Hygeia 
Tickets 


PROGRAM 
Tuesday, May 21, 1935 
9 :00—Registration. 
:00—Board Meeting, Room 803, Hotel Faust. 
2:00-—Luncheon, Hotel Faust. 
Mrs. Lucius Cole, presiding. 
:30—Business Session, Hotel Faust. 
Address of Welcome—Mrs. Joseph S. 
Lundholm, Chairman of Temporary 
Auxiliary of Rockford. 
Response—Mrs. A. H. Brumback. 

3 :30—Tea on College Campus of Rockford Col- 
lege followed by Informal Program of 
Rockford College Students. 

:00—Bridge Dinner—Forest Hills Country 
Club. 
Mrs. Lucius Cole, presiding. 
Address—Dr. C. 8S. Skaggs, President, 
Illinois State Medical Society. 


Wednesday, May 22, 1935 
:00—Breakfast—Parlor A. Hotel Faust. 
Rockford Temporary Auxiliary Hostesses 
to Chicago Board Members. 
9:30—Business Session—Main Dining Room, 
Hotel Faust. 

2 :00—President’s Luncheon—Rockford Coun- 
try Club. Mrs. Lucius Cole, presiding. 
Address—-Dr. C. B. Reed, President-elect 
of the Illinois State Medical Society. 
Introduction of the Incoming President, 
Mrs. W. D. Chapman, and of the newly 
elected officers of the Illinois State 
Board, Woman’s Auxiliary. 

:00—Golf—Rockford Country Club. 
:00—County President’s Conference with Mrs. 
Chapman. 

2:30—Drive down Rock River road to Oregon 

with tea at Oregon Country Club. 
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7:00—President’s Dinner and Dance—Ball 
Room of the Hotel Faust. 


Thursday, May 25, 1935 
9 :00—Post-Convention Board Meeting, Room 
803. Mrs. Chapman presiding. 


SoctaL FuNcTIONS 
TUESDAY 
12 :00—Luncheon—Hotel Faust. 
3:30—Tea on Rockford College Campus. 
%:00—Bridge Dinner—Forest Hills Country 
Club. 
WEDNESDAY 
8 :00—Breakfast—Hotel Faust. 
12 :00—Luncheon—Rockford Country Club. 
2 :00—Golf—Rockford Country Club. 
2:30—Drive down Rock River road to Oregon. 
7 :00—President’s Dinner and Dance. 





HEALTH INSURANCE 


The unemployed, still numbering close to ten mil- 
lions, would be unaffected by compulsory health insur- 
ance. The small wage-earner would, 90 per cent of 
the time, have to expend more, in direct contributions 
and indirect taxation, than at present. For this he 
would not receive anything better in the way of medical 
care than he gets now. 

The profession is fully alive to the need for a re- 
distribution of medical services so that all the people 
may receive all the benefits of modern medicine, re- 
gardless of economic status. In a number of cities, with 
municipal cooperation, it has instituted programs that 
have given far more satisfaction to all concerned than 
sickness insurance. Like the sales levy, compulsory 
health insurance is an attempt to broaden the basis of 
taxation by making the lower classes pay more— 
Medical Society of the County of New York. 





DEBTS AND EXCESSIVE TAXES 

The germ of the ill which affects this nation is ex- 
cessive taxes. That is beyond dispute and we do not 
know that any one has even so much as undertaken to 
successfully refute it, although there are many, of 
course, who seek to present other ideas, in order to 
distract our attention. Not only must the cost of con- 
ducting government be reduced to something like a 
fair figure, but the indebtedness piled upon the people 
because of money borrowed by counties, cities, states 
and federal government, must be reduced. If we are 
honest we cannot shift our responsibility by seeking to 
avoid the full payment of our debts. The man who 
goes into bankruptcy to punish his creditors and con- 
ceals a large part of his assets, if discovered, is severely 
punished. Then, should any government, whether 2 
school district, county, city, state or federal, do it?— 
Committee on American Education. 
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ILLINOIS STATE MEDICAL SOCIETY 


EIGHTY-FIFTH ANNUAL MEETING 


RockrorD, ILLINOIs 
May 21, 22, 23, 1985 


GENERAL SESSIONS 


Tuesday Afternoon, May 21, 1935 
1:00—Eighty-fifth Annual Meeting officially 
opened by the President. 

1. Invocation. 

2. Address of Welcome—Mayor of Rock- 
ford. 

3. Address of Welcome—Joseph S. Lund- 
holm, M. D., President, Winnebago 
County Medical Society, Rockford. 

4. Report of Chairman, Committee on Ar- 
rangements—T. H. Culhane, M. D., 
Rockford. 

5. Adjournment for Oration in Medicine. 

1:30—Oration in Medicine.—James 8. McLes- 
ter, President-elect, American Medical 
Association, Birmingham, Alabama. (By 
invitation. ) 


Wednesday Morning, May 22, 1935 
11:00—Oration in Surgery—“The Role of Sur- 
gery in the Disturbances of the Thyroid 
Gland.”—Martin Nordland, Minneapo- 
lis, Minnesota. (By invitation.) 


Wednesday Afternoon, May 22, 1935 
1:30—President’s Address—Charles S. Skaggs, 
President, Illinois State Medical Society, 
East St. Louis. 


Thursday Morning, May 238, 1935 

Induction of the President-elect. 

Immediately following the close of the last 
meeting of the House of Delegates, Dr. Charles 
B. Reed will be inducted into the office of Presi- 
dent by the retiring President. 

All members and guests are invited to be pres- 
ent at the induction of the President-elect. 


SECTION PROGRAMS 


SECTION OF MEDICINE 


Chairman 
Secretary 


Don C. Sutton 
George Parker 


EDITORIALS 


Tuesday Afternoon, May 21, 1935 

Joint Session with Section on Public Health 
and Hygiene. 

SYMPOSIUM ON OBSCURE FEVERS 

2:45—“Symptoms and Diagnosis.”—James G. 

Carr, Chicago. 

3 :15—“Epidemiology.”—G. Koehler, Spring- 

field. 

3:45—“Laboratory Aids in the Diagnosis. of 

Fevers of Obscure Origin.”—Mr. H. E. 
McDaniels, Chicago. 

In the diagnosis of obscure fevers of infectious ori- 
gin, valuable evidence is often obtained from labora- 
tory tests. This paper discusses the available bac- 
teriological and serological procedures for the detec- 
tion of the infectious agents most frequently involved 
in such fevers. Consideration is given to the inter- 
pretation and diagnostic importance of various labora- 
tory findings. The subject is treated from the point of 
view of a public health laboratory and the tests offered 
by such a laboratory. 

Discussion opened by Cecil Jack, Decatur. 

4:15—“Treatment.” — Clarence H. Boswell, 
Rockford. 
5 :00—Discussion. 


Wednesday Morning, May 22, 1935 

8 :30—“‘Herpes Zoster.”—F. G. Norbury, Jack- 
sonville. 

8 :50—“Backache: A Discussion of Low Back 
Pain in Women.”—Samuel J. Lang, 
Evanston. 

9:10—The Importance of Interdermic Reac- 
tions as an Aid to Diagnosis and Degree 
of Susceptibility to Disease.’—C. A. 
Earle, Des Plaines. 

9 :30—“Paroxysmal Dyspnea.”—Diagnosis and 
Treatment.—Leon Unger, Chicago. 

9 :50—“Congenital Dysfunction of the Salivary 
Glands, with Observations on the Physi- 
ology of Thirst.”"—V. Thomas Austin, 
and F. R. Steggerda, Champaign. 

10:10—“The Complications of Diabetes Mel- 
litus.”—C, J. McMullan, Chicago. 

10:40—“Diet in Diseases of the Skin.”—Fred- 
erick Rehm Schmidt. 


Wednesday Afternoon, May 22, 1935 
2:30—Chairman’s Address.—Don C. Sutton, 
Chicago. 
2 :50—“‘Analysis of Treatment of 101 Cases of 
Tung Abscess.”— Harold C. Leuth, 
Evanston. 
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3:10——“A Clinical View of Bone Marrow De- 
pression.”—-E. M. Stevenson, Blooming- 
ton. 

:30—“Spinal Epidural Abscess, with Presen- 
tation of Two Cases.”—Dean Stanley, 
Decatur. 

:50—“Leucopenic Index in Intractable 
Asthma.”—Michael Zeller, Chicago. 
:10-—“Treatment of the Neuroses.”—Samuel 

H. Kraines, Chicago. 

:30—“Treatment of Tertiary Lesions of Syph- 
ilis.’—B. Barker Beeson, Chicago. 
:50-——“Stumbling Blocks in Infant Care.”— 

Scott J. Wilkinson, Decatur. 


Thursday Morning, May 23, 1935 

Joint Session with Sections on Surgery, Eye, 
Ear, Nose and Throat, and Radiology. 

8 :30-12 :30 

1. “Diseases of the Colon as a Source of 
Abdominal Pain.”—L. C. Gatewood, 
Chicago. 

“Roentgenology of the Alimentary 
Tract.”—Maximilian J. Hubeny, Chi- 
cago. 

Roentgenology of the alimentary tract is indispensa- 
ble; the tract is about thirty feet long and has many 
anatomic and physiologic divisions and many accessory 
organs such as teeth, salivary glands, liver and pan- 
creas. Many reflex symptoms may exist, consequently 
it is often desirable to make a comprehensive exam- 
ination. No examination is complete without a com- 
bined fluoroscopic and film examination. There is a 
great tendency to cut down on the number of films, 
this is a great mistake, because certain findings are 
not fluoroscopically conclusive. These examinations 
are time consuming and frequently a re-examination 
is necessary. From the economic viewpoint these ex- 
aminations involve quite an over-head and under the 
present day conditions considerable indifferent exam- 
inations are performed wilfully, with the object of 
reducing the over-head with the consequences that the 
highest traditions of medicine are destroyed because 
of inadequate service. It therefore, is quite necessary 
that the profession senses these trends. 


Discussion opened by Benjamin H. Huggins, 
Evanston; and Lawrence Mayers, Chicago. 

3. “The General Principles of Intestinal 

Surgery.”—George De Tarnowsky, Chi- 


cago. 

A practical knowledge of the development of the 
intestinal tract and of its physiologic functions is con- 
sidered a pre-requisite to intelligent handling of its 
surgical problems. 
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The significance of intestinal distention, hyperperis- 
talsis and a-peristalsis and their clinical interpretation 
are considered. 

The importance of observation, palpation, percussion 
and auscultation in making a differential diagnosis js 
stressed. 

The theories of intestinal toxemia and their prob- 
able nature are reviewed. The higher ‘the level of 
obstruction, the stronger the factor of toxemia. 

Causes of circulatory and respiratory failure and 
death in intestinal obstruction—Anhydremia, Dechlori- 
nation, Alkalosis, rise of blood-urea and non-protein- 
nitrogen are evaluated. 

The Barium enema and x-ray as a diagnostic aid; 
its value, limitations and dangers. 

Emphasis on early decompression in intestinal ob- 
struction; operative and non-operative procedures. 

General principles of treatment; lowering mortality 
by two-step operative procedures; exceptions. Impor- 
tance of individualization in selecting the type of sur- 
gical procedure. 


Summary and conclusions. 


4. “The Hygiene of Reading.”—James E. 
Lebensohn, Chicago. 

Two considerations are involved in the hygiene of 
reading—avoidance of any deleterious influence on eye- 
sight, and maintenance of the highest reading eff- 
ciency. The latter requires not only that the eye as 
an optical organ should function perfectly, but that 
external factors—illumination, size, contrast, and period 
of exposure—have optimal values, and that centrally 
the cerebral processes involved be developed and 
trained. An analysis is made of the physiology of 
reading, and of the medical, physical and psycholog- 
ical factors that make reading difficult. 

Discussion opened by George J. Mehr, Chicago. 

5. “Conservation of Hearing.”—Frank No- 
vak, Jr., Chicago. 


SECTION ON SURGERY 
Chairman 
Secretary 


Tuesday Afternoon, May 21, 1935 


Joint Session with Section on Radiology. 

2 :30—“Radiological Differentiations of Bone 
Tumors and Bone Infections.”—E. L. 
Jenkinson, Chicago. 

Dealing with the radiologic and pathologic aspect 


of bone tumors showing the differential points between 
the benign and malignant by a series of lantern slides. 


2:50—“The Surgery of Bone Tumors.”—Dallas 
B. Phemister, Chicago. 

3 :10—“Ewing Tumor.”—Gideon Hoffman, Ke- 
wanee, 

3 :30-—“Report of a Case of Bone Tumor.’— 
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Henry W. Grote, Bloomington. 

Discussion of the etiology with reference to the his- 
tological processes following trauma resulting in re- 
duction of density—cellular activity causing local 
growth and loss of lime salts. Response to Roentgen 
Therapy in this particular case and end results— 
General consideration. 

Discussion opened by Fred H. Decker, Peoria ; 
and Beveridge Moore, Chicago. 
3:50—“Radiological Study of Spinal Injuries.” 

—Roswell T. Pettit, Ottawa. 
The paper deals with the investigation of fractures 
of the transverse processes of the lumbar vertebra due 
to muscular exertion. 
4:10—“The Surgical Management of Spinal 
Injuries.”—Sidney H. Easton, Peoria. 

4:30—“Roentgen Aspects of Spinal Injuries, 
With Some Case Reports.”—James T. 
Case, Chicago. 

The interpretation of spinal injuries is sometime dif- 
ficult and often of great importance, ‘not only for the 
recognition of the injury and its management, but 
also from the medico-legal standpoint. Anomalies 


must be appreciated and borne in mind in connection 
with the interpretation of spinal roentgenograms. 
Special technic is necessary for certain segments of 
the spine. 


Discussion opened by E. L. Jenkinson, Chi- 


cago. 
4:50—“Case Report on Spinal . Injuries.”— 
Emil Hauser, Chicago. 
Discussion opened by Fremont Chandler, Chi- 
cago; and E. L. Jenkinson, Chicago. 
Wednesday Morning, May 22, 1935 
8:30—“Gastric Obstruction Following Cho- 
lecystectomy.” — Clifford U. Collins, 
Peoria. 
9:00—“Hepatic Changes in Thyrotoxicosis.”— 
J. M. Mora, Chicago. 


Interesting evidence has accumulated to demonstrate 
that hepatic changes appear to be an integral part of 
the syndrom of thyrotoxicosis. This can be demon- 
strated clinically by the occurrence of icterus; physio- 
logically, by the increasing evidence of altered hepatic 
function; experimentally, by the evidence of hepatic 
cysfunction following administration of thyroid sub- 
stance and thyroxin; and morphologically by struc- 
tural changes in the liver, varying in the acute stages 
from widespread degenerative, fatty and necrotizing 
Processes to the chronic lesion in which the changes 
are interlobular, irregularly distributed, involving the 
peripheral portions of the lobule and showing rela- 
tively more fibrosis and lymphocytic infiltration than 
bile duct proliferation. To this lesion the term chronic 
nn parenchymatous interlobular hepatitis has been 
applied, 
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Discussion opened by Arnold Jackson, Madi- 
son, Wisconsin. 
9 :30—“The Poor Gallbladder Risk.”—Edward 
S. Murphy, Dixon. 
Discussion opened by — 
10:00—“Multiple Liver Abscesses.’—R. A. 
Tearnan, Decatur. 


When one considers that Liver Abscesses are more 
or less common, it is very essential that we know 
something of the pathology of these cases. Especially 
is this so with a surgeon, as most Liver Abscesses 
require surgical intervention. Liver Abscesses may be 
present with little or no symptoms and when the etiol- 
ogy is obscure the diagnosis is sometimes very diffi- 
cult. It is with this idea in mind that I wish to present 
two cases of Multiple Liver Abscesses. Both cases 
present vague or indefinite symptoms and in which 
the etiology could not be determined. 

Discussion opened by— 
10:30—“Operative Technique for Cryptorchi- 

dism, Unilateral and Bilateral.” — With 
Motion Picture Demonstration.—Charles 
M. McKenna, Chicago. 


A short review of the literature. The importance of 
the subject being divided into two parts, namely: The 
Operative Technique and the Embryology and the 
Physiology, with particular attention on Fertility and 
Sterility, as it relates to the Testicle. The Thermo- 
static Value of the Scrotum, with case reports. 


Discussion opened by J. E. Bellas, Peoria. 


Wednesday Afternoon, May 22, 1935 
2:30—“The Present Status of the Surgery of 
the Sympathetic Nervous System.”—G. 
de Takats, Chicago. 

Evolution of the surgery of the sympathetics. Brief 
review of the surgical anatomy of the sympathetics, 
particularly in regard to surgical approach. Surgical 
physiology of the sympathetics, particularly immediate 
and late effects of transsection on vascular tonus, 
sweating, gastric and intestinal motility and secretion, 
on visceral pain, on muscle metabolism. Indications and 
contraindications for section of the cervical, dorsal, 
lumbar and presacral sympathetic chain. Effects of 
splanchnic section on diabetes, hypertension and vis- 
ceral pain. Summary of illustrative case reports. Out- 
look for future progress. 

Discussion opened by S. E. Munson, Spring- 
field. 

3 :00—“Acute Mesenteric Lymphadenitis.” — 

E. P. Coleman, Canton. 

Acute Mesenteric Lymphadenitis is more frequent 
than is commonly believed. It is one of the common 
causes of abdominal pain in children and is frequently 
overlooked, even at the time of operation. A review of 
a number of personal cases indicates that it is a condi- 
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tion which should be considered in all cases of abdom- 
inal pain in children and young adults, but it seems 
there is no exact method of diagnosis at the present 
time. As the most common condition resembling it is 
appendicitis the conclusions of the author are that in 
any doubtful case, the possibility of a Lymphadenitis 
being present should not influence the doctor against 
appendectomy. That at the time of doing an appen- 
dectomy, these glands should be looked for in order to 
furnish aid as to the prognosis of the case and to 
influence the accuracy of abdominal diagnosis. 


Discussion onpened by 
3 :30—Visceroptosis — Glenard’s Disease.” — 
J. C. Thomas Rogers, Urbana. 


Visceroptosis (splanchnoptosis, Glenard’s disease) is 
defined and described in a general way. The condi- 
tions of hepatoptosis and coloptosis are discussed in 
greater detail. The feature of the paper lies in the case 
report (with lantern slides) of the fixation of the mid- 
portion of an elongated transverse colon between the 
dome of the diaphragm and a markedly ptotic liver. 
An especially satisfactory result followed the opera- 
tive repair, the technique of which is demonstrated. 


Discussion opened by E. M. Miller, Chicago. 
4:00—“What Shall We Do With the Unhealthy 
Cervix ?”—George H. Gardner, Chicago. 

All of us who examine women are continuously con- 
fronted with lesions of the cervix, some causing no 
symptoms, others definitely responsible for a leucor- 
rheal discharge, and still a third group in women who 
are bleeding. 

Much is being written these days about the advis- 
ability of regular pelvic examinations for women who 
have had children or have had operations on the cer- 
vix. These examinations, theoretically, will reveal 
many cancers of the cervix in an early stage when 
they are amenable to treatment. The Schiller iodine 
test and the colposcope are helpful adjuncts in the 
gynecologists’ diagnostic procedures. A careful history 
plus accurate examination will permit one in most in- 
stances to make an accurate diagnosis without resort- 
ing to biopsy. Frequent excision of tissue for diagnosis 
is not to be recommended. Many cervices can be 
greatly improved by cautery treatments, others should 
be amputated and some need only be kept under ob- 
servation. 

Discussion opened by George Harvey, Spring- 
field. 

4:30—“Congenital Absence of Tube 

Ovary.”—Paul White, Kewanee. 

Discussion opened by —. 
5:00—“Surgical Treatment of the Female 

Urethra.”—Leander W. Riba, Chicago. 

Because of the change in the construction of urolog- 
ical instruments in the past few years, many lesions 
of the posterior urethra in the male and female have 
been found and described by many authors. Straight 


urethral instruments are necessary for their proper 


and 
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diagnosis and treatment. In this paper a resume of the 
surgical treatment is attempted, illustrating the eas 
with which some of these lesions may be corrected 
Such lesions as: small meatus, cysts, infected pockets, 
polyps, granulations, strictures, and urethral diver. 
ticula. The indications for electro-resection of the fe. 
male bladder neck are also discussed and illustrated, 


Discussion opened by Henry R. Searle, Rock. 
ford. 


Thursday Morning, May 23, 1935 


Joint Session with Sections on Medicine, Eye, 
Ear, Nose and Throat, and Radiology. 

8 :30-12 :30 

1. “Diseases of the Colon as a Source of 
Abdominal Pain.”—L. C. Gatewood, 
Chicago. 

“Roentgenology of the Alimentary 
Tract.”—-Maximilian J. Hubeny, Chi- 
cago. 

Roentgenology of the alimentary tract is indispensa- 
ble; the tract is about thirty feet long and has many 
anatomic and physiologic divisions and many accessory 
organs such as teeth, salivary glands, liver and pan- 
creas. Many reflex symptoms may exist, consequently 
it is often desirable to make a comprehensive exam- 
ination. No examination is complete without a com- 
bined fluoroscopic and film examination. There is a 
great tendency to cut down on the number of films, 
this is a great mistake, because certain findings are 
not fluoroscopically conclusive. These examinations 
are time consuming and frequently a re-examination 
is necessary. From the economic viewpoint these ex- 
aminations involve quite an over-head and under the 
present day conditions considerable indifferent exam- 
inations are performed wilfully, with the object of re- 
ducing the over-head with the consequences that the 
highest traditions of medicine are destroyed because 
of inadequate service. It, therefore, is quite necessary 
that the profession senses these trends. 


Discussion opened by Benjamin H. Huggins, 
Evanston ; and Lawrence Mayers, Chicago. 

3. “The General Principles of Intestinal 
Surgery.”—George De Tarnowsky, Chi- 
cago. 

A practical knowledge of the development of the 
intestinal tract and of its physiologic functions is con- 
sidered a pre-requisite to intelligent handling of its 


surgical problems. 
The significance of intestinal distention, hyperperis- 
talsis and a-peristalsis and their clinical interpretation 
are considered. ; 
The importance of observation, palpation, percussion 
and auscultation in making a differential diagnosis 15 


stressed. 
The theories of intestinal toxemia and their prob- 
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able nature are reviewed. The higher the level of 
obstruction, the stronger the factor of toxemia. 

Causes of circulatory and respiratory failure and 
death in intestinal obstruction—Anhydremia, Dechlori- 
nation, Alkalosis, rise of blood-urea and non-protein- 
nitrogen are evaluated. 

The Barium enema and x-ray as a diagnostic aid; 
its value, limitations and dangers. 

Emphasis on early decompression in. intestinal ob- 
struction; operative and non-operative procedures. 

General principles of treatment; lowering mortality 
by two-step operative procedures; exceptions. Impor- 
tance of individualization in selecting the type of sur- 
gical procedure. 

Summary and conclusions. 

4. “The Hygiene of Reading.”—James E. 
Lebensohn, Chicago. 

Two considerations are involved in the hygiene of 
reading—avoidance of any deleterious influence on eye- 
sight, and maintenance of the highest reading effi- 
ciency. The latter requires not only that the eye as 
an optical organ should function perfectly, but that 
external factors—illumination, size, contrast, and period 
of exposure—have optimal values, and that centrally 
the cerebral processes involved be developed and 
trained. An analysis is made of the physiology of 
reading, and of the medical, physical and psycholog- 
ical factors that make reading difficult. 


Discussion opened by George J. Mehr, Chicago. 
5. “Conservation of Hearing.”—-Frank No- 
vak, Jr., Chicago. 


SECTION ON EYE, EAR, NOSE AND THROAT 


Oscar B, Nugent .. Chairman 
Watson W. Gailey Secretary 


Tuesday Afternoon, May 21, 1935 
SYMPOSIUM ON CATARACT 


2 :30—Introductory Remarks.—Oscar B. Nu- 
gent, Chicago. 

2 :45—“What the Slit Lamp Tells Us.’—Robert 
Von Der Heydt, Chicago. 

3:00—“Preparation For Operation and Anes- 
thesia.”--Walter Stevenson, Quincy. 

3:15—“Tncision, Iridotomy, Iridectomy.” — 
Frank Brodrick, Sterling. 

3:30—“The Barraquer and Smith Technic of 
Lens Extraction.”—W. A. Fisher, Chi- 
cago. 

3:45—“The Elschnig Technic of Lens Extrac- 
tion.”—Harry Gradle, Chicago. 

4:00—“Extracapsular Extraction of Lens.”— 
Harry Woodruff, Joliet. 


4:15—“Prevention and Treatment of Compli- 
cations in Cataract Operations.”—San- 
ford Gifford, Chicago. 

4:30—Phacogenetica Endophthalmitis.”—Beu- 
lah Cushman, Chicago. 
One-half hour open for general discus- 
sion. 

6 :30-8 :30—Section Banquet (informal). 
Miss Audrey Hayden will speak on “The 
Seeing Eye.” Her talk will be illus- 
trated by moving pictures. 


Wednesday Morning, May 22, 1935 
9 :00—“Selective Treatment of Malignancy 
About the Head and Neck.”—T. C. Gal- 
loway, Evanston. 


Cancer about the head is not to be treated by any 
invariable method but for each type, grade and loca- 
tion there is a best treatment. An attempt is made to 
define the criteria for selecting that treatment. 

Teamwork is required between the clinician, radio- 
therapist and pathologist for the best results. The 
advantages and disadvantages are discussed of sur- 
gery, electrosurgery, x-ray and radium and the special 
indication for each. 

Factors that influence radiosensitivity are given. 
The value of histological examination in determining 
radiosensitivity is weighed in relation to selection of 
treatment. Also are discussed the clinical appearance, 
course, and location as determining this selection. The 
complementary use of all measures for cure is empha- 
sized. 

The treatment for various regions is outlined, in- 
cluding the skin, nose, sinuses, mouth, tongue, tonsil, 
pharynx and larynx. 


Discussion opened by A. James Larkin and 
James T. Case, Chicago. 
9 :20—“Tracheotomy—Indications, Technic and 
Post-operative Management.” — Roland 
*  -D. Russell, Chicago. 


Tracheotomy should not be too lightly undertaken 
or too long delayed. The indications are: Spasmodic 
forms of stenosis; impacted foreign body; laryngeal 
edema; diphtheria because of edema or membrane in 
the inflammatory stage, or cicatrices, or paralysis la- 
ter; typhoid perichondritis or cicatrices; syphilis; tu- 
berculosis, hypertrophies or hyperplasias in or about 
the larynx; neoplasma; bilateral laryngeal paralysis; 
cicatricial stenosis due to high tracheotomy or laryngot- 
omy. 

Low tracheotomy is the operation of choice because 
there is less hemorrhage, the tracheal fistula is further 
from the site of the lesion, the trachea is wider below, 
and there is less danger of cicatricial stenosis as a se- 
quel to operation; and low tracheotomy is less con- 
spicuous. 
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Morphine is contraindicated for the preoperative 
preparation. The operation is done under local anes- 
thesia. 

The writer advocates a low horizontal incision 
through the skin and fascia down to the muscles, then 
blunt dissection to the trachea which is incised ver- 
tically low down. A minimum of dissection is done 
to reach the trachea. The advantages of the method 
are: Very little space is opened for infection, the 
wound usually heals by primary union, very little 
bleeding is caused, and method can be used in prac- 
tically all cases. 

A special nurse or trained attendant constantly pres- 
ent is essential. A suction machine equipped with 
catheters should be ready at the bedside for instant 
use in aspirating tracheal secretions. The inner tube 
should be frequently and thoroughly cleaned. 


Discussion opened by John Delph, Chicago. 
9 :40—“Management of Myopia in Children.” 
—G. Henry Mundt, Chicago. 
The importance of determination of vision in the 
children of myopic parents. The importance of fre- 


quent refractions, constant wearing of lenses, restric- 
tion of use of eyes for close work. 


Discussion opened by Joseph F. Duane, Peoria. 
10 :00-—“Tonsillectomy in Pulmonary Tubercu- 
losis.” —Stuart Broadwell, Springfield. 


A resume of one hundred operations on tubercular 
patients. A few contra-indications to this operation 
are outlined. ; 

10 :20—“The Favorable Effect of Local Quinine 
Therapy on Some Diseases of the Con- 
junctiva and Cornea.”——Elias Selinger, 
Chicago. 

Besides its local action as a bactericide, astringent 
and mild anesthetic, quinine penetrates deeply into the 
tissues and, because of its depressing effect on the 
nutrition of the protoplasm, destroys cellular elements. 
This last property explains the favorable action of 
quinine in the treatment of trachoma, interstitial keta- 
titis and other conditions characterized by the infiltra- 
tion of cellular elements into the cornea and cOonjunc- 
tiva. Favorable results have also been obtained in old 
corneal opacities, probably as a result of the absorption 
of some of the elements making up the corneal scars. 

Discussion opened by Sanford Gifford, Chicago. 
10 :40—“Influence of Ionization on Vasomotor 

Rhinitis; Clinical and Expermiental 
Studies.” —-A. R. Hollender; Meyer 
Gorin, Chicago. 

What is ionization? Physical principles, physiolog- 
ical and clinical effects. Apparatus; technic and its 
simplification. Histo-pathological studies. Further 
data on laboratory and experimental investigation. 


Conclusions based on more than ten years’ experience 
vith intranasal ionization in various nasal affections. 


Discussion opened by Frances L. Lederer, 
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Chicago; Hanby L. Ford, Champaign. 
11:00—“Bronchoscopy in Lung Disease.” 
Charles D. Sneller, Peoria. 


The value of the bronchoscopic removal of foreign 
bodies from the bronchi is fairly well recognized by 
general practitioners and internists, particularly in the 
larger cities of the state. On the other hand, the value 
of bronchoscopy as an aid in the diagnosis of lung 
disease and its value in treatment, have barely been 
recognized. It is our duty as laryngologists to incite 
the closer cooperation of the general practitioner, in- 
ternist and roentgenologist in the value of this special 
procedure in not only foreign body cases but espe- 
cially in diagnosis and treatment of lung diseases. 

Discussion opened by Harold Watkins, Bloom- 
ington. 
11:20—“Chronic Glaucoma.” — Charles F. Yer- 

ger, Chicago. 

The insidious onset of simple glaucoma: is the cause 
of many of these cases not being recognized until it is 
too late to do much if any good, therefore a plea for 
an early diagnosis and the institution of the proper 
treatment is made. 

Discussion opened by Michael Goldenburg, 

Chicago. 

11:40—‘Further Report on the Treatment of 
Strabismus with Orthoptic Exercises. A 
Resume of Nearly Three Hundred Cases. 
Conclusions.”—Jacob L. Bressler, Chi- 
cago. 

An analysis of the work accomplished in the orthop- 
tic clinic at the Illinois Eye and Ear Infirmary since 
its inception one and a half years ago. A working 
routine is described with details of the methods em- 
ployed at our clinic. Other methods of orthoptic treat- 
ment are included with a discussion of their advan- 
tages and disadvantages. 

Discussion opened by Leo L. Mayer, Chicago. 


Wednesday Afternoon, May 22, 1935 
2 :30—“Surgical Management of Glaucoma.’— 
Samuel Meyer, Chicago. 


The surgery of glaucoma divides itself into three 
types of operations, namely: 

1. The classical iridectomy or Von Graefe Opera- 
tion. 

In this type of operation the endeavor is made to 
restore, so far as is possible, the normal channels of 
drainage of the aqueous. In other words, an effort is 
made to open up the chamber-angle, and allow the 
aqueous to filter out. 

2. Cyclo-dialysis. 

This type of operation opens up new intra-ocular 
sources of drainage. 

3. The Elliot Trephine, LaGrange Iridosclerotomy 
and Iridencleisis, 





April, 1935 EDITORIALS 313 


The foregoing methods provide extra-ocular sources ness. An attempt is made to correlate such incidence 
of drainage, namely, by the maintenance of a fistula in with the causes for complete blindness. A relative esti- 
the conjunctiva. mate of prognosis in injury, glaucoma and operations 

There is no one operation that will fit any and all on the eye is made available by this study. Patholog- 


foreign hie? 
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&) uveitis with hypertension isa special problem. In abso- 4 :10—“Operative Management of Ozena.”— 
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tie The author defines and indicates the various types C—Principles Underlying Surgical Procedures: 


1. Relevant etiologic and pathologic factors. 
2. Ozena never seen in narrow nose, only in 
wide nasal chambers. 
3. Degree of Ozena is in direct ratio to degree 
in width of nasal cavities. 
D—Survey of Conservative Surgical Measures Em- 
ployed: . 
1. Currettement of entire nasal chamber. 
. Blockage and extirpation of sphenopalative 
ganglion. 
3. Periarterial sympathectotomy on large vessels 
of neck. 
. Removal of turbinates. 
5. Intranasal obturators and sponges. 
x . Im i i h - i 
Discussion opened by George T. Jordan, Chi- —— 1 Soe Te 
cago. . Ionization. 


> 
5 :30—“Cause for Removal of the Eye.”—LLeo - Radium and X-ray. , 
: E—Recent Radical Operative Technic: 


LL. Mayer, Chicago. 1. Lantenschlagers. 
During the year from July, 1933, to July 1, 1934, 2. Halles. 
approximately 150 eyes were removed at the Illinois Wachsberger’s Modification. 
Eye and Ear Infirmary in Chicago. The primary and (a) Adopted by the writer in a series of cases at 
secondary causes of necessity for removal are analyzed. the University of Illinois Research Hospital. 
Anophthalmos often is a precursor of complete blind- (b) Detailed description of operation; lantern slides. 


s em- 
treat- 
idvan- 


ot currents employed in electro coagulation, so as to 
avoid confusion in the minds of those contemplating 
the adoption and addition of this technic to their arma- 
mentarium. 

A comprehensive and detailed review of the current 
literature is included in this presentation along with 
a composite view of the opinions of those oto-laryngol- 
ogists who have, after due consideration and earnest, 
conscientious trial, either accepted or rejected this 
technic as now universally used. 

Included in this paper is the author’s own personal 
experience of six years, during which time his cases 
have been periodically observed, so as to tabulate his 
end results and presenting his own conclusions. 


cago. 
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F—Summary on Value of This Type of Surgical 
Therapy. 
Discussion opened by H. L. Pollock, Chicago. 


Thursday Morning, May 23, 1935 


Joint Session with Sections on Medicine, Sur- 
gery, and Radiology. 

8 :30-12 :30 

1. “Diseases of the Colon as a Source of 
Abdominal Pain.”—L. C. Gatewood, 
Chicago. 

2. “Roentgenology of the Alimentary 
Tract.”—Maximilian J. Hubeny, Chi- 
cago. 

Roentgenology of the alimentary tract is indispensa- 
ble; the tract is about thirty feet long and has many 
anatomic and physiologic divisions and many accessory 
organs such as teeth, salivary glands, liver and pan- 
creas. Many reflex symptoms may exist, consequently 
it is often desirable to make a comprehensive exam- 
ination. No examination -is complete without a com- 
bined fluoroscopic and film examination. There is a 
great tendency to cut down on the number of films, 
this is a great mistake, because certain findings are 
not fluoroscopically conclusive. These examinations 
are time consuming and frequently a re-examination 
is necessary. From the economic viewpoint these ex- 
aminations involve quite an over-head and under the 
present day conditions considerable indifferent exam- 
inations are performed wilfully, with the object of re- 
ducing the over-head with the consequences that the 
highest traditions of medicine are destroyed because of 
inadequate service. It, therefore, is quite necessary 
that the profession senses these trends. 


Discussion opened by Benjamin H. Huggins, 
Evanston; and Lawrence Mayers, Chicago. 

3. “The General Principles of Intestinal 
Surgery.”—-George De Tarnowsky, Chi- 
cago. 

A practical knowledge of the development of the 
intestinal tract and of its physiologic functions is con- 
sidered a pre-requisite to intelligent handling of its 
surgical problems. 

The significance of intestinal distention, hyperperis- 
talsis and a-peristalsis and their clinical interpretation 
are considered. 

The importance of observation, palpation, percussion 
and auscultation in making a differential diagnosis is 
stressed. 

The theories of intestinal toxemia and their prob- 
able nature are reviewed. The higher the level of 
obstruction, the stronger the factor of toxemia. 

Causes of circulatory and respiratory failure and 
death in intestinal obstruction—Anhydremia, Dechlori- 
nation, Alkalosis, rise of blood-urea and non-protein- 
nitrogen are evaluated. 
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The Barium enema and x-ray as a diagnostic aid; 
its value, limitations and dangers. 

Emphasis on early decompression in intestinal ob- 
struction; operative and non-operative procedures. 

General principles of treatment; lowering mortality 
by two-step operative procedures; exceptions. Impor- 
tance of individualization in selecting the type of sur- 
gical procedure. 

Summary and conclusions. 

4. “The Hygiene of Reading.”—James E. 
Lebensohn, Chicago. 


Two considerations are involved in the hygiene of 
reading—avoidance of any deleterious influence on eye- 
sight, and maintenance of the highest reading effi- 
ciency. The latter requires not only that the eye as 
an optical organ should function perfectly, but that 
external factors—illumination, size, contrast, and period 
of exposure—have optimal values, and that centrally 
the cerebral processes involved be developed and 
trained. An analysis is made of the physiology of 
reading, and of the medical, physical and psycholog- 
ical factors that make reading difficult. 


Discussion opened by George J. Mehr, Chicago. 
5. “Conservation of Hearing.”—Frank No- 
vak, Jr., Chicago. 


SECTION OF PUBLIC HEALTH AND HYGIENE 





ee en en Chairman 
pe eee ee Tre eT Secretary 


Tuesday Afternoon, May 21, 1935 
Joint Session with Section on Medicine. 
SYMPOSIUM ON OBSCURE FEVERS 


2:45—“Symptoms and Diagnosis.”—James G. 
Carr, Chicago. 

3:15—“Epidemiology.”—-G. Koehler, Spring- 
field. 

3:45—“Laboratory Aids in the Diagnosis of 

Fevers of Obscure Origin.”—Mr. H. E. 
McDaniels, Chicago. 

In the diagnosis of obscure fevers of infectious ori- 
gin, valuable evidence is often obtained from labora- 
tory tests. This paper discusses the available bacterio- 
logical and serological procedures for the detection of 
the infectious agents most frequently involved in such 
fevers. Consideration is given to the interpretation and 
diagnostic importance of various laboratory findings. 
The subject is treated from the point of view of a 
public health laboratory and the tests offered by such 
a laboratory. 


Discussion opened by Cecil Jack, Decatur. 
4:15—“Treatment.” — Clarence H. Boswell, 
Rockford. 
5 :00—Discussion. 
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Wednesday Morning, May 22, 1985 
9:00—“The Bacillus of Calmette and Guerin 
(B. C. G.) in the Immunization Against 
Tuberculosis.”—-Sol Roy Rosenthal, Chi- 


cago. 
A brief history of the bacillus of Calmette and 
Guerin (B.C.G.), beginning with its first isolation in 
1908 and its artificial cultivation through some 500 
passages is presented. The avirulence and accompany- 
ing immunity is traced through the ordinary labora- 
tory animals—cows—monkeys and chimpanzees. Fi- 
rally, the harmlessness and protective properties against 
tuberculosis in well over one million infants through- 
out the world is emphasized. From the literature and 
from the author’s own work, evidence is given to show 
that the present strain of B.C.G. cannot be disso- 
cated; that a transient variation in the cultural mor- 
phology does occur but the latter is non-virulent for 
ginea pigs and rabbits; that a positive tuberculin 
test does result in all animals vaccinated by the sub- 
citaneous route and that in over 200 animals studied 
there was no evidence of a progressive tuberculosis. 


Discussion opened by Lloyd Arnold, Chicago. 

9:25—“The School Teacher as a Source of Tu- 
berculosis Infection—Report of an X-ray 
Study.”—D. O. N. Lindberg, Decatur. 


An x-ray film study was made of the school teach- 
ets, Macon County, Illinois. Six hundred eighty-seven 
(687) were filmed, of which 6, or 0.9% were found 
to be actively tuberculous. The findings, of course, 
indicate that the school teacher has no more tuber- 
cilosis than the average adult. Her infection menace 
to the school child rests upon the fact that, next only 
to the family, she provides greatest opportunity for 
close, prolonged contact. Requiring the teacher to pro- 
vide a health certificate, to include chest films, would 
serve to remove this reservoir of infection. 


Discussion opened by J. A. Myers, Minne- 
apolis, Minnesota. 
9:50—“Tubercle Bacilli on the Lips of Patients 
with Pulmonary Tuberculosis.”—Lars 
Gulbrandsen and Robert Keller, Chicago. 


The presence of tubercle bacilli on the lips of pa- 
tients with pulmonary tuberculosis was investigated by 
taking swabs of the lips at 15 minute intervals over 
periods of two hours on each patient. Records were 
kept of coughing and expectoration. Each swab was 
immediately shaken in 5 cc. of sterile saline, and in- 
jected subcutaneously into guinea pigs. After 6 weeks, 
these pigs were sacrificed and examined for evidences 
of tuberculosis. It was found that each patient so ex- 
amined had tubercle bacilli on the lips—in one instance, 
material taken as late as 1 hour and 40 minutes after 
expectoration producing tuberculosis in the animal. 
Examination of the nasal orifices, using the same tech- 
nic, failed to demonstrate tubercle bacilli. The authors 
conclude that tubercle bacilli on the lips in patients 
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with pulmonary tuberculosis must be considered in the 
epidemiology of this disease. 


Discussion opened by D. O. N. Lindberg, De- 


catur. 

10 :15—“Meningococcus Meningitis, Importance 
of Intravenous Therapy.”—Archibald 
Hoyne, Chicago. 

The paper contains a discussion of meningococcus 
infection for which the general term “meningococcia” 
is suggested. A newer classification of the disease 
based on clinical symptoms is presented and the sig- 
nificance of these symptoms in determining the method 
of treatment is described. Great importance is attached 
to intravenous administration of serum and the reasons 
for this mode of treatment explained. A new serum is 
referred to. There is a review of 233 meningococcus 
cases treated in the Municipal Contagious Disease Hos- 
pital. Tables illustrative of cases, deaths, and sex in 
various age groups are included. 


Discussion opened by Joseph T. O’Neill, Ot- 


tawa. 
10 :40—“Passive Immunity in Infants and Their 


Response to Diphtheria Toxoid.”—Jo- 
seph Greengard, Chicago. 


Preliminary Schick tests were done on all infants 
and vaccination with diphtheria toxoid carried out in 
both the positive and negative reactors. The negative 
reactors, i.e., those who still retained their passive im- 
munity, demonstrated a positive Schick test in two- 
thirds of the cases, the course of their passive immu- 
nity corresponding closely to that of infants who have 
not been vaccinated. The positive reactors, control 
series, turned negative and remained so in 88% of the 
cases. We may, therefore, conclude that passive im- 
munity in infants interferes with the development of 
antitoxin in response to vaccination with diphtheria 
toxoid. Such vaccination, therefore, should not be done 
in young age groups without preliminary Schick test- 
ing. 

Discussion opened by Maurice L. Blatt; I. 

Harrison Tumpeer, Chicago. 


Wednesday Afternoon, May 22, 1935 
2:30—“The Treatment of Early Syphilis.”— 
8. J. Zakon and Maurice Dorn, Chicago. 


Historical review of the evolution of the modern 
treatment. Abortive, chronic intermittent, intensive, 
irregular, and continuous methods of treatment defined 
and discussed. Superiority of continuous method 
stressed and advocated. Drugs used, their indications, 
limitations, and dosage. The “golden opportunity” in 
early syphilis. What is meant by early syphilis? How 
long to treat? What is adequate treatment? When 
should treatment cease? Values of Dark field, blood 
serology, spinal fluid findings in diagnosis, prognosis 
and guides as to cure. 


Discussion opened by A. W. Stillians, Chicago. 
2 :55—“Modern Principles in the Treatment of 
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Early Syphilis..—H. J. Burstein, De- 
catur. 
Recent statistics of results in the treatment of syph- 
ilis have proven that continuous treatment is the 
method of choice. These figures and outline of treat- 
ment, with a discussion of the various drugs show 
necessity for early adequate treatment. Diagnosis dur- 
ing primary seronegative stage should be constantly 
empbrsized. 
Discussion opened by Marcus R. Caro, Chi- 
cago. 
3:20—“The State of Health in Illinois.”— 
Frank J. Jirka, Springfield. 

3:45—“Past, Present and Future Position of 
Public Health and Preventive Medicine 
in the Curricula of Medical Colleges.”— 
D. J. Davis, Chicago. 

4:15—“Epidemis Pleurodynia in TIllinois.”— 
Tom Kirkwood, Lawrenceville, and C. G. 
Stoll, Sumner. 

This is the first recorded epidemic of this disease 
west of the Appalachian Mountains. It is an acute 
infectious disease, occurring in epidemics during the 
summer months, characterized by the sudden appear- 
ance of agonizing pain in the lower third of the an- 
terior thoracic wall on one or both sides, and some- 
times by pain in the epigastrium. There is a rapid 
rise in temperature and marked respiratory embar- 
rassment. Usually all symptoms disappear within 
twenty-four hours, but may return after one or two 
days. The severe initial pain may resemble that seen 
in acute abdominal surgical conditions and has led to 
needless operations. 

Discussion opened by J. J. McShane, Spring- 
field. 

£:35—“Typhoid and Mosquitoes.”—J. Howard 

Beard and John R. Cain, Urbana. 

The widespread erroneous belief that the mosquito 
conveys typhoid fever is symbolic of the lack of in- 
struction in hygiene, the inadequate preparation of 
many teaching it, and is indicative of the fact that 
education has not placed sufficient emphasis on a sub- 
ject essential to successful living in a highly complex 
civilization. 

Discussion opened by Andy Hall, Mt. Vernon. 


Thursday Morning, May 23, 1935 
9 :00—“Vital Statistics as an Indicator of Ac- 


curacy in Diagnosis.” —G. Howard 
Gowen, Chicago. 

The frequency of the reporting of unspecified sudden 
death, unspecified pneumonia, and unspecified perito- 
nitis was studied for the years 1914 and 1929 for the 
twenty-five registration states existing in 1914. A 
similar study was made of Illinois for the years 1918 


and 1929. The results are interpreted in terms of 
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accuracy of diagnosis of the cause of death. It was 
found that there was an average decrease in the re- 
porting of unspecified peritonitis and unspecified pney- 
monia, but an increase in the reporting of unspecified 
sudden death. 

Discussion opened by J. J. McShane, Spring. 
field. 

9 :25——“Medical Evaluation of Vital Statistics 
of Illinois During the Ten Year Period 
1925-1934.”—E, A. Kominick, Chicago, 
Discussion opened by Mr. B. K. Rich- 
ardson, Springfield. 

9 :50—“Artificially Induced Malaria as a Pub- 
lic Health Hazard.” —H. J. Shaugh- 
nessy, Springfield. 

An unusual number of positive laboratory tests for 
malaria directed the attention of the Illinois Depart- 
ment of Public Health to the cause of an apparent 
outbreak of that disease in one of the state hospitals. 
Investigation revealed that a number of previously 
inoculated paretics that had been treated with quinine 
were still harboring malaria parasites. Anopheles 
mosquitoes were found breeding within flying distance 
of the hospital. The conclusion is drawn that the out- 
break was possibly due to the spread of artificially 
induced malaria by mosquitoes. Measures for the pre- 
vention of this possibility are suggested. 


Discussion opened by G. Howard Gowen, Chi- 
cago. 
10:15—“Epidemic Encephalitis (St. Louis type) 
in Illinois during 1932, 1933 and 1934.” 
—Winston Tucker, Springfield. 


An outbreak of 27 cases of epidemic encephalitis 
occurred in Paris, Edgar County, in August and Sep- 
tember, 1932, with a fatality rate of 33 per cent. From 
July 1 to December 31, 1933, 202 cases were reported, 
most of which occurred in the counties nearest St. 
Louis, with a fatality rate of 37 percent. During the 
same period in 1934, 268 cases were reported over a 
widely scattered area in Illinois, with a fatality rate 
of 20 per cent. Epidemic encephalitis is assuming in- 
creasing importance each year, and judging from past 
experience, physicians should be on the lookout for 
cases during the summer of 1935. The disease will be 
discussed from a clinical and Public Health viewpoint 
in this paper. 

Discussion opened by Don C. Sutton, Chicago. 
10:40—“Blood Grouping Tests in the Medico- 

legal Determination of Non-paternity.” 
—C. W. Muehlberger, Chicago. 


Although European courts have accepted medical 
testimony regarding the inheritance of blood group 
characteristics for a number of years, American courts 
have been hesitant in admitting such tests to prove 
non-paternity. With the latest additions of the three 
agglutinogen factors (M, N and MN) by Landsteiner, 
a falsely accused man has about one chance in three 
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of proving non-paternity. Decisions of various courts 
ruling upon the admissibility of blood grouping tests 
in this country are discussed. Blood grouping tests 
may be of value in solving medicolegal problems other 
than the determination of non-paternity. 


Discussion opened by C. Woodward, Chicago. 


SECTION ON RADIOLOGY 


Chairman 
Secretary 


F, Flinn 
George M. Landau 


Tuesday Afternoon, May 21, 1935 


Joint Session with Section on Surgery. 

2:30—“Radiological Differentiations of Bone 
Tumors and Bone Infections.”—E. L. 
Jenkinson, Chicago. 

Dealing with the radiologic and pathologic aspect 
of bone tumors showing the differential points between 
the benign and malignant by a series of lantern slides. 

2:50—“The Surgery of Bone Tumors.”—Dal- 

las B. Phemister, Chicago. 
3:10—“Ewing Tumor.”—Gideon Hoffman, Ke- 
wanee. 

3:30—“Report of a Case of Bone Tumor.”— 

Henry W. Grote, Bloomington. 

Discussion of the etiology with reference to the 
histological processes following trauma resulting in 
reduction of density—cellular activity causing local 
growth and loss of lime salts. Response to Roentgen 
Therapy in this particular case and end results—Gen- 
eral consideration. 

Discussion opened by Fred H. Decker, Peoria ; 

and Beveridge Moore, Chicago. 
3:50—“Radiological Study of Spinal Injuries.” 
—Roswell T. Pettit, Ottawa, 
The paper deals with the investigation of fractures 
of the transverse processes of the lumbar vertebra due 
to muscular exertion. 
4:10—“The Surgical Management of Spinal 
Injuries.”—Sidney H. Easton, Peoria. 

4:30—“Roentgen Aspects of Spinal Injuries.” 
With some Case Reports.—James T. 
Case, Chicago. 

The interpretation of spinal injuries is sometime 
dificult and often of great importance, not only for the 
recognition of the injury and its management, but 
also from the medico-legal standpoint. Anomalies must 
be appreciated and borne in mind in connection with 
the interpretation of spinal roentgenograms. Special 
technic is necessary for certain segments of the spine. 

Discussion opened by E. L. Jenkinson, Chi- 
cago. 

4:50—“Case Report of Spinal Injuries.”—Emil 
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Hauser, Chicago. 
Discussion opened _by Fremont Chandler, 
Chicago; and E. L. Jenkinson, Chicago. 


Wednesday Morning, May 22, 1935 
8 :30—“An Experimental Study on the Pyloric 
Mechanism.” — Cesare Gianturco, Ur- 


bana. 

The author has studied the behavior of the phloric 
sphincter in cats by visualizing to Roentgen Rays the 
gastric and duodenal walls by means of lead shot in- 
serted under the serosa of the viscuses. When a barium 
meal was given it could be seen that food does not 
leave the stomach every time that the pylorus opens, 
but that a contemporaneous relaxation of both the 
pylorus and the duodenum is necessary. 


Discussion opened by Fred H. Decker, Peoria. 

9:00—“The Value of Intravenous Pyelogram 
as Illustrated by Some Interesting 
Cases.” —A. E. Perley, Quincy. 

A discussion of the value of intravenous pyelography, 
its technic and indications for its use. The slides will 
bear on the interpretations of these interpretations and: 
those from retrograde pyelograms. 

Discussion opened by George M. Landau, Chi-~ 
cago. 

9 :30—“Roentgen Study of Lesions of the Uri- . 

nary Bladder.”—Perry B. Goodwin, 
Peoria. 

The synopsis will show evidences of the different 
pathological conditions in the bladder as revealed by 
the x-ray film. We will take up ‘diverticuli, tumors, 
ruptures of the bladder and prostatic visualization; 
this will include the posterior urethra. 

This method of visualization of the prostate will 
show the different-sizes of the prostate and the prin-. 
ciples by which we interpret our findings in both hyper- 
trophies and malignancies. It will ‘also show whether 
there are lateral, posterior or middle lobe involvements 
or whether all lobes are involved, and the manner of 
obtaining the information. This discussion will be’ 
illustrated with slides. 

Discussion opened by H. J. Burstein, Decatur. . 
10 :00-—“Differentiation of Radio-Opaque Shad- 

ows in the Right Upper Quadrant.”— 
Robert A. Arens, Chicago. 

This paper will discuss the differential diagnosis 
between biliary calculi, renal calculi, calcified mesen- 
teric glands, pigmented moles, and other extraneous 
shadows seen on the x-ray films, some of which at 
times may be difficult to differentiate without special 
technique. 

Discussion opened by J. H. Finch, Champaign. 
10:30—“The Use of Excretory Urography in 

Urological Diagnosis.” — Norris .J. 
Heckel, Chicago. wetarens 
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This paper includes a short history of the develop- 
ment of Excretory Urography, the major part of the 
discussion however is devoted to the use of this pro- 
cedure not only in the diagnosis of diseases of the 
urinary system but also its use in the differential diag- 
nosis between these diseases and those of adjacent 
structure. Comparison is made between this method 
and that of instrumental pyelography. The interpreta- 
tion of the urogram from the standpoint of physiolog- 
ical alterations is discussed and about thirty-five slides 
illustrating various urinary tract diseases including 
traumatic lesions will be shown. 


Discussion opened by David L. Jenkinson, 
Chicago. 
12 :00—Radiological Luncheon. 


Wednesday Afternoon, May 22, 1935 

2 :30—“Massive Collapse.”—Roe J. Maier, Chi- 

cago. 

Massive collapse of the lung, or better, massive ate- 
lectasis is of very great importance bécause of its 
frequency of occurrence, its ease of treatment if recog- 
nized early and the seriousness of its sequellas. The 
condition is not one recently observed but described 
as early as 1844, It occurs post-operatively and fol- 
lowing exposure or trauma even when the trauma is 
distant from the chest. It can usually be differen- 
tiated from other types of pathology involving the chest 
and its early and proper treatment produces rapid re- 
covery and should result in no sequellas. Several cases 
are used as illustrations. 

Discussion opened by F. Flinn, Decatur. 

3:00—“The Roentgen Diagnosis of Intra- 

Cranial Lesions.”"—A. Hartung and T. 
Wachowski, Chicago. 

The Roentgen examination serves a double purpose 
in connection with intra-cranial lesions. Firstly, to 
determine their presence either by demonstrable 
changes in the lesions themselves or secondary changes 
associated with them, and secondly, to localize such 
lesions. Both objects may be accomplished simulta- 
neously by plain film examinations in some cases, but 
in many others they must be supplemented by the use 
of ventriculography or encephalography to obtain the 
required information. This paper is intended to cover 
the subject in a general way. 


Discussion opened by Eric Oldberg, Chicago. 

3 :30—“Roentgenology in Pediatrics; Impor- 
tance in Diagnosis of Thoracic Lesions.” 
—John F. Carey, Joliet. 


At present roentgen examination of the thorax is 
quite indispensable in the study of thoracic lesions in 
children. However, a diagnosis should be arrived at 
only upon proper correlation of the history, clinical 
and physical findings and other laboratory data. 

Many roentgenologists do not have the opportunity 
of examining children, so much of their work being 
devoted to adults. The pediatrist’s problems differ 
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because the variation of the disease itself in the young 
and the difference in anatomy and clinical composition, 

An attempt will be made to point out some of the 
common problems of diagnosis and the pitfalls when 
a proper correlation of clinical findings and roentgen 
evidence is not taken into consideration. 


Discussion opened by John S. Bigler, High- 
land Park; Craig D. Butler, Oak Park. 
4:00—“X-Rays in the Detection of Pathology 
in the Cervix, Corpus Uteri and Ovi- 
ducts.”—Benjamin H. Orndoff, Chicago, 


With the aid of radio-opaque substances, it becomes 
possible to delineate and study the normal cervical canal 
and the cavity in the uterine body and oviducts. 

Pathological variations of position, fixation, filling 
defects due to the different causes, and patency at any 
point can be studied in a manner unequaled by any 
other method. 


Discussion opened by Robert A. Arens, Chi- 
cago. 
4:30—“The Roentgen Treatment of Uterine 
Hemorrhage, Amenorrhea and _ Dys- 
menorrhea.”—I. 8. Trostler, Chicago. 


Treatment of these gynecological conditions by 
Roentgen Rays is not new. Much has been accom- 
plished since the earliest workers first reported their 
results. Menstrual disorders are frequently influenced 
by small doses of Roentgen Rays. How do these pro- 
duce the results? Roentgen Rays NEVER stimulate. 
Always depress. Depress pain production and pituitary 
hormone output. Many cases relieved by irradiation 
of pituitary, alone. 

Effects on uterine hemorrhage are three fold. Hem- 
otrhage due to fibromyomata, how affected. Artificial 
menopause. Quotation from Martindale’s report of 620 
cases of artificial menopause. Abnormal menopause. 

Summary and Conclusions. A caution regarding the 
administration of Roentgen therapy by lay technicians. 

Discussion opened by Henry W. Grote, Bloom- 
ington. 

5:00—“Art of Cancer Therapy.”—KE. 

Williams, Danville. 

This is a comparison of methods and a contrast be- 
tween wide destruction of tissue and sterilization of 
cancerous tissues, with a discussion of the points that 
make cancer therapy an art rather than a craft. 

Discussion opened by Benjamin H. Orndoff, 
Chicago. 


G. C. 


Thursday Morning, May 23, 1935 
Joint Session with Sections on Medicine, Sur- 
gery, Eye, Ear, Nose and Throat. 
8 :30-12 :30— 
1. “Diseases of the Colon as a Source of 
Abdominal Pain.”—L. C. Gatewood, 
Chicago. 
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9, “Roentgenology of the Alimentary 
Tract.”—Maximilian J. Hubeny, Chi- 


cago. 

Roentgenology of the alimentary tract is indispensa- 
ble; the tract is about thirty feet long and has many 
anatomic and physiologic divisions and many accessory 
organs such as teeth, salivary glands, liver and pan- 
creas. Many reflex symptoms may exist, consequently 
it is often desirable to make a comprehensive examina- 
tion, No examination is complete without a combined 
fuoroscopic and film examination. There is a great 
tendency to cut down on the number of films, this is a 
great mistake, because certain findings are not fluoro- 
scopically conclusive. These examinations are time 
consuming and frequently a re-examination is neces- 
sary. From the economic viewpoint these examinations 
involve quite an over-head and under the present day 
conditions considerable indifferent examinations are per- 
formed wilfully, with the object of reducing the over- 
head with the consequences that the highest traditions 
of medicine are destroyed because of inadequate service. 
It, therefore, is quite necessary that the profession 
senses these trends. 

Discussion opened by Benjamin H. Huggins, 
Evanston; and Lawrence Mayers, Chicago. 

3. “The General Principles of Intestinal 
Surgery.”—George De Tarnowsky, Chi- 
cago. 

A practical knowledge of the development of the 
intestinal tract and of its physiologic functions is con- 
sidered a pre-requisite to intelligent handling of its 
surgical problems. 

The significance of intestinal distention, hyperperis- 
talsis and a-peristalsis and their clinical interpretation 
are considered. 

The importance of observation, palpation, percussion 
and auscultation in making a differential diagnosis is 
stressed. 

The theories of intestinal toxemia and their prob- 
able nature are reviewed. The higher the level of ob- 
struction, the stronger the factor of toxemia. 

Causes of circulatory and respiratory failure and 
death in intestinal obstruction—Anhydremia, Dechlo- 
tination, Alkalosis, rise of blood-urea and non-protein- 
nitrogen are evaluated. 

The Barium enema and x-ray as a dignostic aid; its 
value, limitations and dangers. 

Emphasis on early decompression in intestinal ob- 
struction; operative and non-operative procedures. 

General principles of treatment; lowering mortality 
by two-step operative procedures; exceptions. Impor- 
tance of individualization in selecting the type of sur- 
gical procedure. 


Summary and conclusions. 


4. “The Hygiene of Reading.”—James E. 
Lebensohn, Chicago. 


Two considerations are involved in the hygiene of 
reading—avoidance of any deleterious influence on eye- 
sight, and maintenance of the highest reading effi- 
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ciency. The latter requires not only that the eye as an 
optical organ should function perfectly, but that ex- 
ternal factors—illumination, size, contrast, and period 
of exposure—have optimal values, and that centrally 
the cerebral processes involved be developed and 
trained. An analysis is made of the physiology of 
reading, and of the medical, physical and psychological 
factors that make reading difficult. 


Discussion opened by George J. Mehr, Chi- 
cago. 
5. “Conservation of Hearing.”—Frank No- 
vak, Jr., Chicago. 
EXHIBITORS AT 1935 ANNUAL MEETING 


Mellin’s Food Company, Boston, Massachusetts. 

Illinois Surgical Supply Company, Chicago. 

A. S. Aloe Company, St. Louis, Missouri. 

Horlick’s Malted Milk Corporation, Racine, Wisconsin. 

General Electric X-Ray Corporation, Chicago. 

Cameron’s Surgical Specialty Company, Chicago. 

Bard-Parker Company, Danbury, Connecticut. 

Sharp & Smith, Chicago. 

Sutliff & Case Company, Peoria. 

Chappel Brothers Laboratories, Rockford. 

V. Mueller & Company, Chicago. 

Kellogg Company, Battle Creek, Michigan. 

W. B. Saunders Company, Philadelphia, Pennsylvania. 

DePuy Manufacturing Company, Warsaw, Indiana. 

Merck & Company, Rahway, New Jersey. 

Philip Morris & Company, New York City, New York. 

Gerber Products Company, Freemont, Michigan. 

J. B. Lippincott Company, Philadelphia, Pennsylvania. 

Medical Protective Company, Wheaton. 

Hynson, Westcott & Dunning, Baltimore, Maryland. 

Bankers Mutual Life Company, Freeport. 

H. J. Heinz Company, Pittsburgh, Pennsylvania. 

Mead Johnson & Company, Evansville, Indiana. 

Universal Products Corporation, Pottstown, Pennsyl- 
vania. 

M. & R. Dietetic Laboratories, Inc., Columbus, Ohio. 

NOTES OR EXHIBITS 

Horlick’s Malted Milk Corporation, in Booth No. 5, 
will explain the special uses of Horlick’s Malted Milk, 
natural and chocolate flavors, as a food of remarkably 
nutritive and digestible qualities, both in sickness and 
in health. Samples of Horlick’s Malted Milk Tablets 
will be distributed as a reminder of their usefulness as 
a pleasing variant in the liquid diet, and as a bene- 
ficial confection for children. 

Sharp & Smith will have on display, in Booth No. 1, 
the new Charles Robert Elliott Treatment Machine, 
which embodies all of the newest improvements. In 
addition, a complete line of surgical instruments, as 
well as hospital supplies will be available. 

Mr. Frazin will be in attendance, as will Mr. Denny. 
Both of them will be glad to welcome their friends. 


Visitors at the Gerber Products Booth No. 22 will 
be shown the Gerber’s Strained Cereal, Vegetables, 
and Prunes and given information concerning the new 
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shaker-cooker process which has just been announced. 

Booklets and leaflets are available. Some of these 
are suitable for distribution by physicians and some 
are for professional use only. 





In Booth No. 30 the A, S, Aloe Company of St. 
Louis will show two new items of special interest: the 
Aloe Radio Short Wave Diatherm and the new style 
Elliott Machine. Also on display in this booth will be 
Stille-Scanlan rustless steel instruments, featured at 
25% discount. Full lines of instruments and supplies 
will complete the Aloe display, with descriptive matter 
on the new Aloe genuine walnut wood furniture suite. 





In Booth No. 6 the Illinois Surgical Supply Com- 
pany will display the following equipment: Latest 
Pneumathorax equipment; Blood Transfusion Equip- 
ment; late developments in short wave physical ther- 
apy. Possibly our new Hydraulic chair and other new 
operating instruments. 





Look up these unusual new books at the J. B. Lip- 
pincott Company’s exhibit: Booth No. 23. Pfaundler 
& Schlossmann, “Diseases of Children”; Peham & 
Amreich, “Operative Gynecology”; Kirchner & Ravdin, 
“Operative Surgery”; Barker, “Treatment of the Com- 
moner Diseases’; Contributions to Surgery in Honor 
of Charles H. Frazier; Emerson, “The Nervous Pa- 
tient”; Barborka, “Treatment by Diet”; Goldthwait, 
“Body Mechanics”; Sr. Gabriel’s “Through the Pa- 
tient’s Eyes”; Moore, “Principles of Ethics.” 

And the new edition just issued of these well-known 
texts and reference books: Eisendrath & Rolnick “Urol- 
ogy”; Anspach, “Gynecology”; Davis & Muller, “Ap- 
plied Anatomy”; Thorek, “Surgical Errors and Safe- 
guards”; Rehberger, “Quick Reference Book of 
Medicine and Surgery”; International Clinics, plus the 
Pittsburgh Diagnostic Clinic Home Post-Graduate 
Plan; Annals of Surgery. 

All these books are unusually and beautifully illus- 
trated, with the exception of Barker and must be seen 
to be appreciated. You will be welcome at the Booth 
and will not be importuned to buy. 





The Cameron Surgical Specialty Company, Booth 
No. 3, is showing the very latest developments in elec- 
trically lighted diagnostic instruments. 

Surgimold is the name of the new material now 
replacing metal. See it and you will know why we 
changed from the regulation metallic type. 

Our representative will also explain how it is pos- 
sible for you to exchange your present Cameron instru- 
ments for late models. 

Ask to see the Tele-Vaginalite (Micro-Colposcope) 
now so widely used in the vagina for revealing leu- 
coplakias in their incipiency and insuring an early and 
accurate diagnosis of cervical malignancies. 

Other new and interesting items are the new full 
vision, proximally lighted Bronchoscope and 5-in-1 
Surgimold Opthalmoscope. The Cameron Cauterodyne 
in a new and inexpensive model for cutting and coagu- 
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lating in office and ambulatory surgery is being shown 
for the first time. 





H. J. Heinz Company, Creators of the Famous 57 
Varieties of Pure Foods, displaying Strained Foods, 
Tomato Juice and Breakfast Cereals especially suited 
tu Infant Feeding and diet therapy. 

Do not fail to register at Booth No. 27, for the 
Heinz Nutritional Charts, a set of reference charts 
invaluable to the doctor in diet planning. 





Doctors visit the Kellogg Booth No. 13! The actual 
amount of iron and other minerals present in Kellogg’s 
All-Bran is shown in an interesting display arranged 
in the Kellogg Booth. Reprints of recent articles in 
the Journal of Biological Chemistry, covering experi- 
mental work with bran at Columbia University, are 
available. Also reprints of reports on sleep experi- 
ments at Colgate University. Kellogg’s Kaffee Hag 
Coffee (97% caffeine free) is being served at the 
booth. Visiting physicians will find the display of 
caffeine of interest. 





General Electric X-Ray Corporation, Booth No. 4. 
The visiting physician will see the smallest, practical 
X-ray unit ever designed for office and portable work. 
The unit weighs only 30 pounds, is energized through 
the ordinary light outlet, is remarkably flexible, oil- 
immersed and 100% electrically safe—shock proof. 

The doctor will also receive a demonstration of the 
Inductotherm, a startling new development for creat- 
ing heat in the tissues. A vacuum tube oscillator, 
generating an alternating current of 12,000,000 cycles 
per second. There are no body electrodes required. 
The Inductotherm introduces the most simplified and 
convenient method ever conceived for the heating of 
the deep tissues and for fever therapy. 

Mr. J. O. Anderson and his men will be in charge 
of the exhibit and they will be prepared to tell about 
expected new developments in x-ray. 





Laboratories Chappel Bros., Inc., Rockford, Illinois, 
will show their complete line of preparations for the 
treatment of anemias. These include Liver-Iron Com- 
pounds for secondary anemias; Oral Liver Extract for 
pernicious anemia; the well-known Subcutaneous Liver 
Extract—and a new concentrate for intramuscular use, 
intended for intensive treatment of patients with very 
low blood count. 

Case reports obtained with Prephysin-Chappel, the 
pituitary gonad stimulating hormone, will be presented 
to interested visitors ahead of pending publications. 

The Chappel exhibit is in Booth No. 9. 





Mellin’s Food Milk Modifier will occupy Booth 
No. 7. The proportion of maltose and dextrins in 
Mellin’s Food, the protein and mineral salts content 
and the favorable effect of Mellin’s Food on the diges- 
tibility of milk are distinctions that commend Mellin’s 
Food as a modifier of milk for the feeding of infants. 





The Professional Liability risk of the doctor cannot 
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be given an underwriting classification with any other 
type or types of insurable hazards, without disadvan- 
tage to the doctor. The circumstances out of which 
arise the reciprocal rights and duties of a doctor and 
his patient are peculiar to their relationship; the inter- 
est of the doctor in the management and disposal of 
charges of negligence against him is not to be com- 
pared to that of.any other class of damage suit defend- 
ants. The most exacting requirements of adequate 
liability protection are those of the Professional Lia- 
bility field. 

The Medical Protective Company is exclusively en- 
gaged in that field. 

Our representatives, thoroughly trained in Profes- 
sional Liability underwriting, invite you to confer with 
them at exhibit Booth No, 24. Examine there the 
current issue of “The Doctor and the Law” the period- 
ical which is published by the Law Department of 
The Medical Protective Company for its contract hold- 
ers and which is devoted exclusively to a discussion 
of law affecting the practice of medicine.” 





Mead Johnson & Company will have on exhibit, 
in Booth No, 28, its complete line of infant diet mate- 
rials including Dextri-Maltose, Mead’s Standardized 
Cod Liver Oil, Mead’s Viosterol in Oil, Mead’s Cod 
Liver Oil with Viosterol, Mead’s Viosterol in Halibut 
Liver Oil (liquid and capsules), Mead’s Halibut Liver 
Oil, Mead’s Brewers Yeast (powder and tablets), Pab- 
lum, Mead’s Cereal, Sobee, Mead’s Powdered Protein 
Milk, Mead’s Powdered Lactic Acid Milk, Mead’s 
Powdered Whole Milk, Alacta, Recolac and Casec. 

There will also be for the examination of physicians 
a complete line of Mead’s services such as “Diets for 
Children from Four Months to Four Years,” height 
and weight charts, etc., all of which are free to mem- 
bers of the medical profession in any quantity desired. 

Representatives will be on hand to meet their friends 


_and to discuss the application of any of the Mead 


products to infant feeding problems. 





W. B. Saunders Company will exhibit, in Booth 
No. 14, its complete line of medical books. Of par- 
ticular interest are a great number of new books and 
new editions, including Hinman’s Urology, Kitchens’ 
Diagnosis in General Practice, Curtis’ three-volume 
work on Obstetrics and Gynecology, Bickham’s fine 
seven-volume Operative Surgery, advance proofs of 
the new Mayo Clinic Volume, Callander’s Surgical 
Anatomy, new editions of Babcock’s Surgery, Beck- 
man’s Treatment in General Practice, Cecil’s Medicine, 
De Lee’s Obstetrics, Medical Clinics of North Amer- 
ica, Surgical Clinics of North America, Stokes’ Syphil- 
ology, and many others. 





The DePuy Manufacturing Company, Warsaw, In- 
diana, invites every surgeon in Illinois to see the new 
Griswold Combination Reducing Frame and Splint at 
Booth No. 16. When attending the Illinois State Med- 
ical Meeting, make the DePuy booth your headquar- 
ters, 


Tryparsamide Merck is the chemotherapeutic agent 
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of choice for the treatment of neurosyphilis. Its use 
is an office procedure. It is administered intravenously, 
does not disrupt the patient’s daily routine of life, and 
is inexpensive. Full information can be obtained at 
the Merck Booth, No. 15. 





Of interest to the profession will be the new im- 
proved Bard-Parker detachable blade perfected after 
three years of intensive research. This blade will be 
of valuable aid in surgical technic. Other Bard- 
Parker products to be exhibited include a complete 
line of Renewable Edge surgical scissors, a compre- 
hensive sterilizing exhibit showing several types of 
sterilizing containers and a complete line of quality 
surgical instruments with the Lahey lock. Booth 


No. 2. 





The purpose of our Company in exhibiting at your 
annual convention is largely, so far as we are con- 
cerned, a matter of good will toward the Illinois State 
Medical Society of which so many members are med- 
ical examiners for this Company throughout the State. 
The principal use made of the booth is merely to give 
our medical examiners at the convention an opportunity 
to meet various members of the Company who are from 
time to time present and also to give us an oppor- 
tunity to meet personally some of the medical exam- 
iners whom we would not have an opportunity to know 
otherwise. Bankers Mutual Life Company, Freeport, 
Illinois. Booth No. 26. 





V. Mueller & Company will show many new items 
at their exhibit, in Booth No. 20, including short wave 
diathermy, the new Shahan lamp, an Iodine Vaporizer 
for treating suppurative diseases of the nasal sinuses, 
the Furniss Clamp for intestinal anastomosis, in addi- 
tion to their usual large display of staple instruments. 





The Surgeons’ X-L-Lyte meets the demand for an 
inexpensive , yet handy, compact and serviceable diag- 
nostic set. 

The set contains ear speculum, tonsil pillar retractor, 
tongue depressor, magnifying lens, and nasal speculum, 
with direct illumination for all. 

Nickel silver curette, probe, ear spoon and appli- 
cator are included in the set. 

The set is contained in a neat and serviceable leather 
case which is equipped with a hookless fastener. 

See this exhibit at the Universal Products Corpora- 
tion booth. 





SCIENTIFIC EXHIBITS 

The following list is not complete, but the May 
Itt1no1s MEpIcAL JOURNAL will have complete informa- 
tion relative to the prizes to be awarded for the best 
exhibit in the three classes designated by the Commit- 
tee on Scientific Exhibits, and the entire list to be 
displayed. 

1. The Chicago State Hospital: Roentgenological and 
Related Studies; Dr. Roy Kegerreis. 

2. Tumor Clinic, Michael Reese Hospital: Modern 
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Radium Technique in the Treatment of Cancer; Dr. 
Max Cutler. 

3. Veterans Administration Facility, Hines, Illinois. 
Photographs of Interesting Unusual Tumor Cases (es- 
pecially of the skin). 

4. Wesley Memorial Hospital: Arthritis Exhibit; 
Dr. Philip H. Kreuscher, Dr. P. B. Magnuson, Dr. 
Gilbert H. Marquardt. 

5. Rush Medical College: Heart Movie—The Normal 
Heart Beat Cycle; Simultaneous Heart Action—Elec- 
trocardiogram—Heart Sounds; Dr. Clayton J. Lundy. 

6. State Department of Public Health, Springfield, 
Illinois: The Achievements and Failures of Preventive 
Medicine in Illinois as Revealed by Mortality and 
Morbidity Records. 

7. Northwestern University Medical School: Prog- 
ress in Allergic Diseases; Dr. Samuel M. Feinberg. 

8. Rush Medical College; Presbyterian and Cook 
County Hospitals: Disorders of Glands of Internal Se- 
cretion; Dr. Willard O. Thompson, Dr. Phebe K. 
Thompson, Dr. S. G. Taylor III, S. B. Nadler, Dr. 
E. G. McEwen. 

9. Billings Hospital, University of Chicago Clinics: 
Development of Gastroscopy (with film showing the 
technique of Gastroscopy) ; Rudolph Schindler. 

10. Pathology of Coronary Disease; R. H. Jaffe. 

11. American Medical Association. An interesting 
exhibit which was prepared for the Congress on Med- 
ical Education and Hospitals, February, 1935. Other 
interesting material showing the work of the American 
Medical Association will appear in the exhibit. 

12. “New Methods of Preparation of Multicolored 
Corrosion Specimens”; Joseph K. Narat, from the 
University of Illinois Department of Anatomy. 

13. “Skull Fractures”; Dr. Harry E. Mock, Chicago. 

14. “The Results of Immunization and Dick Testing 
of Nurses at Cook County Hospital”; Dr. Paul 
Rhoads, Chicago. 
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There have been very few developments in the 
economic field of medicine in the past month. 
In the national as well as state legislative bodies, 
their time has been taken up by other phases of 
the governmental problems and they have not 
had the time to take up medical care. We should 
not be lulled into a feeling of safety by this 
apparent lack of interest, but instead should con- 
tinue to realize that the ground work and gen- 
eral planning is being carried on by a group of 
reformers, whose whole time is given to working 
out the plan of social security, in which the medi- 
cal care is but one of the parts. We should con- 
tinue to become conversant with the general 
question of state and federal medicine by reading 
and attending meetings held to acquaint the 
medical profession with the problem. As physi- 
cians, we have a magnificent opportunity to pre- 
sent our side of the question to the laity through 
the different service clubs, women’s clubs, Par- 
ent-Teacher Associations and like bodies. These 
organizations are requesting speakers on these 
subjects and it is up to the medical profession 
to supply the men. If we can convince these 
people that it is to the best interest of the pa- 
tients as well as the nation, not to mention the 
medical profession, not to make any radical 
changes in the present method of practicing 
medicine, we have enrolled a powerful group on 
our side. It is such groups that can influence 
the nature of legislation when the time comes 
to prevent the proposed changes. These organi- 
zations must be presented definite facts, and 
must be convinced that the medical profession 
is not opposed to changes because of selfish inter- 
ests, but having an open mind and being ready 
to make any changes for the good of their pa- 
tients, are ready and willing to listen to all pro- 
posed plans. We must insist, however, that we 
are after all the best fitted to know what is the 
best for the sick. 

Early in the year a questionnaire was sent to 
the Mayors of the cities of Illinois, asking them 


questions in regard to the medical care being 
received by their citizens. Up to this date 148 
replies have been received. The answers are very 
interesting, and show that there is no criticism 
of the manner in which the medical profession 
have carried their burdens the past few years. 
The first question was: “Is the medical care in 
your community adequate and satisfactory?” 139 
Mayors answered this “Yes,” one with reserva- 
tion, while only four, all in southern Illinois, 
answered “No.” 

The second question was: “Has the medical 
profession carried on in a satisfactory manner 
during the depression?” 141 answers of “Yes” 
were received and only two of “No.” 

The third question was: “What suggestions 
have you as to how medical service could be im- 
proved?” This brought out 34 definite ideas. 
Out of these 34 suggestions, 21 placed the trouble 
with present methods on the shoulders of either 
the Relief Administration or the Supervisors and 
in some instances on both. Only two suggested 
that medical fees were too high. 

The results of this questionnaire are quite 
encouraging from the viewpoint of medical men. 
For many years we have heard the assertion from 
the reformers that fifty per cent. of the people 
of the U. S. were receiving inadequate medical 
care. Of course, what constitutes adequate care 
is a question of opinion, based on a knowledge 
of what is needed and what can be afforded either 
by the individual or the supervising governmental 
unit. Surely the Mayors of these towns are 
shrewd enough to know how their constituents 
feel and are a better judge of the general opinion 
of their people than any representative of wel- 
fare units. The preponderance of the answers 
that the medical care was adequate and satisfac- 
tory surely should go a long way to refute the 
assertion that fifty per cent. of the people were 
not receiving adequate care. After all, the peo- 
ple themselves should know how well satisfied 
they are with the present method of medical care. 
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It is also quite interesting to see that 21 of the 
34 answers as to suggestions for improvement, 
hit the same spot. Namely, the care given, by 
either the Relief organizations or the Super- 
visors, if not both. This surely is not a recom- 
mendation for supervision by the laity on medi- 
cal questions. With such a preponderance of 
criticism against both these, it seems that the 
people are much better satisfied and probably 
better cared for by the family physician, when 
he is allowed to use his own judgment as to the 
nature and frequency of treatment, without being 
constantly dictated to by some lay executive. If 
this can be taken as a fair sample of the reaction 
of the country, and it must be admitted that it 
is based on a rather meager return, we must look 
with question at any extensive plan for the con- 
trol of medical care by governmental agencies, 
regardless of whether this agency is local, state 
or national. 

We must remember the experience of the na- 
tions of Europe, especially Germany, with Health 
Insurance, beginning under Bismarck in the 
early eighties of the last century. From a rather 
humble start as a political expedient, it spread 
until it became such a burden that some of the 
present economists of Germany blame consider- 
able of Germany’s recent trouble to the extension 
of this plan. Surely here in the United States, 
we do not wish to allow any such revolutionary 
trends to get started. And once they are started, 
the ever-increasing army of employes become 
interested principally in holding their jobs and 
extending the limits of their influence. While 
they may be honest in their opinions in the mat- 
ter, they become so self-centered that their judg- 
ment is poor and the people as a whole pay the 
penalty. 

We hope to have a complete report on the 
answers received on this subject to present to 
the annual meeting at Rockford in May. 

The Northwest Medical Conference was held 
in St. Paul, Minnesota, on February 24, 1935, 
at the Hotel Lowrey. It was an earnest meeting 
of earnest medical men. Starting at a breakfast 
at 8:30 a. m., the meeting continued until 5:30 
p. m. with a short intermission for lunch. The 
entire time was given to discussion of the cur- 
rent economic problems. There were present the 
representatives from 16 states, principally in the 
northwestern part of the United States. Grad- 
ually the influence of this conference is extend- 
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ing eastward as evidenced by the attendance this 
year of outstanding men from Michigan and 
Indiana. Illinois was represented by the Presi- 
dent and Secretary of the Illinois State Medical 
Society as well as the Chairman of this Commit- 
tee. Ex-President Kreuscher of Chicago was the 
presiding officer of the meeting. 

It was decided to have the next meeting in 
February, 1936, at Chicago. This will give the 
doctors of Illinois, Indiana, Michigan and Wis- 
consin an opportunity to attend the meeting and 
to enter into the discussion. It is quite generally 
agreed that this is the outstanding meeting of 
the country on the question of Medical Kco- 
nomics and a large attendance is expected. 

One leaves the Conference with the feeling 
that the problem of medical men is the same 
throughout the country and is heartened consid- 
ably by the fact that so many men are giving 
the subject serious consideration. All agreed 
that much more work was necessary and felt that 
the medical profession as a whole were not aware 
of the seriousness of the situation nor had they 
devoted the necessary time to the subject to be 
able to influence their acquaintances and friends 
on the subject. 

It is to be hoped that the doctors of Illinois 
will attend the next meeting in large numbers. 
Due and timely notice will be given of the exact 
time and place. 

E. S. HAMILTON, 


Chairman of the Committee on Medical Econom- 
ics, of the Illinois State Medical Society. 





HEALTH INSURANCE 


We should approach the subject of Health 
Insurance with an unbiased mind whether we be 
physician, social worker, politician, industrialist, 
educator or a member of the lay public. 

As physicians we should not approach the 
problems from the viewpoint of what will be the 
best economically for the physicians, but rather 
from the view point of what will during a period 
of years be the best for the public as a whole, 
because I am convinced that what will be best 
for the public will be best for us. National 
health is our greatest national resource. It re- 
quires supervision, investigation, prevention, 
treatment and research and a constant training 
of professional men and women to carry on the 
work. Necessarily it becomes an economic prob- 
lem both to those who provide such care and to 
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those who receive it. There are over one million 
people employed today in rendering medical serv- 
ice to the public and it ranks as one of our major 
industries. Medical care must be classified as 
one of our first necessities of life. It is obvious 
that there must be a cost attached to it and that 
this cost must be met. It has drawn about it 
perhaps more of a humane aspect than other of 
our necessities of life, and as such it takes first 
place among our charities. It becomes first a 
personal or family economic responsibility, then 
a community responsibility, then a Township or 
County and then a State, and finally a Federal 
responsibility. Other economic necessities of life 
follow in the same course and become just as 
humane and lead to just as dire consequences 
if left unattended. It is not an isolated economic 
problem any more than food, clothing, shelter, 
transportation, etc., are isolated problems. And 
finally let us remember that health is not just 
a matter of treating disease, but it is also a 
matter of proper food, clothing, shelter, educa- 
tion, recreation, etc., and when these are neg- 
lected disease increases, expenses mount, disabil- 
ity ensues, and the general morale sinks steadily. 

Man has long looked for social and economic 
security. In fact, he has always fought for it. 
It has been his urge in life. It has to a great 
extent been an individual fight, but it has also 
been a collective battle. As society developed 
cohesion became a necessity to protect common 
interests against outside and unfriendly sources, 
and in the long train of man’s development over 
thousands of years governments of various forms 
have been established, and governments have 
found that they not only had trouble with other 
governments but that the social, political and 
economic problems of their own people were 
manifold, and the rapid changes resultant upon 
invention have brought new problems that he 
must face for his social and economic security. 
Nor will this stop. 

These rapid changes in the past one hundred 
and fifty years during which period most of the 
great civilized nations of the world have under- 
gone industrialization, have produced the capi- 
talist and the laborer and have made laboring 
man entirely dependent upon capitalistic em- 
ployment for his subsistence, and upon this trail 
have followed in rather rapid succession periods 
of prosperity and periods of depression and each 
period has brought forth new problems of the 
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social and economic rights of the contending 
forces and government has had to assert itself in 
their just settlement. Government usually steps 
in to function only when man as a social unit 
fails to adjust his problems. There has been 
almost a steady flow of legislative action during 
our industrialization aimed toward social and 
economic security and let us be frank and say 
that in most instances it has been forced by the 
short-sightedness of capital. Public schools had 
to be fought for, shorter hours of labor had to 
be fought for, child labor, and sweat shops had 
to be fought against, and the right of collective 
bargaining had to be fought for. The workmen’s 
compensation had to be fought for and inci- 
dentally injuries decreased by precaution follow- 
ing such laws, and already twenty-six states have 
old age pension laws. And now we approach to 
a basket full of legislation aimed at social and 
economic security. . 

We move very rapidly in these extremes of 
prosperity and depression and we formulate all 
kinds of fantastic and fancy ideas relative to the 
immediate period we live in. It is needless to 
say that in 1927-28 we had fantastic ideas of 
two autos in every home, two chickens in every 
pot, country estates, exclusive places for recrea- 
tion and a specialist for every disease, which 
was to say the least fantastic if we thought it 
could last forever. And now when we move into 
a great period of depression we are willing to 
try all sorts of fantastic proposals to cure 
our ills, and are willing to pass all types of 
legislation with little study in the hopes that 
they may do public good. Repeated and un- 
skilled experimentation is always dangerous 
during an epidemic. 

Our final decision on Health Insurance should 
then be based upon a study of: 

1. The needs for adequate medical care that 
are not being properly met. 

2. The present organizations and agencies 
providing medical care in those areas where ade- 
quate medical care is not being obtained. 

3. What is the cause then of lack of adequate 
medical care? 

4. Experimental plans now being carried out 
to provide adequate medical care. 

5. Health Insurance programs in other coun- 
tries. 

6. The effect upon medical education, re- 
search, and progress under political control. 
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7. The cost of medical care as now practiced 
in the United States and under political control. 

8. Does socialization create and develop a 
better or weaker individual and will the sociali- 
zation of medicine lead to socialization in gen- 
eral ? 

Surveys made from various sources bring forth 
conflicting statements and as usual one may 
prove his point by statistics that are to his liking. 
But we are not interested in attempting to prove 
our point, but only in finding definite facts. It 
is my opinion that statistics do prove that there 
are in the low income group a fair percentage 
of people who cannot afford adequate medical 
care, this being due not only to low income but 
to the uneven distribution of sickness, ranging 
from zero in some families to $850.00 per year 
in others. To further substantiate the fact that 
there are those not affording adequate medical 
care I have checked my own practice of those 
employed and find about twenty-five per cent. of 
them unable to have adequate medical care, and 
I have questioned large numbers of physicians 
and they have all said that among their practices 
such patients exist, the percentage varying 
according to the type of clientele they have. The 
sooner we recognize this fact and set about find- 
ing some solution for it, the sooner will we thwart 
the progress of Health Insurance by legislation. 
The common pleas of the Doctor is that he 
cannot collect, and you and I know his poorest 
collections and lowest fees are in the low income 
group. Why, many times we don’t even attempt 
to collect because we know it deprives the family 
of the immediate necessities of life. But again 
let us not forget that these same people do not 
have an adequacy of the other necessities of our 
modern civilization that are essential to health. 

All investigators are agreed that with few 
exceptions every part of the country has enough 
physicians, nurses, hospitals, etc., to give ade- 
quate medical care to those not now receiving it. 
In fact, there is an oversupply of doctors, nurses 
and hospitals for the present purchasing power 
of the public for medical service. Some writers 
have advanced the thought that we have too 
many doctors, too many nurses and too many 
hospital beds, and that the solution of the prob- 
lems for the profession lies in reducing our num- 
ber of graduates, and thereby relieving competi- 
tion. But in prosperous times the hospitals were 
full, the doctors and nurses were busy, all doing 
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quite well financially. But now it has changed, 
not because the numbers have changed, but be- 
cause the purchasing power has dropped. It is 
purchasing power that turns the wheels of indus- 
try, and produces economic and social security. 

What is the cause then of the lack of adequate 
medical care? Is it because the cost of medical 
care is too high or is it because the income is 
too low? There have been in the past and there 
still remain a few who have said the costs were 
too high. This has not come so much from the 
public as from certain individuals and founda- 
tions, who have fostered some plan of Big Busi- 
ness putting medical care on a mass production 
basis or some form of Health Insurance by the 
State. I don’t want to criticize Big Business ; 
I believe in it. Big Business, I am sure, was 
sincere, but it was suffering from gigantism, 
and did not recognize its own disease, and it was 
the diseases of Big Business that has perpetrated 
this avalanche of legislation: for social and eco- 
nomic security. Nearly every study made has 
rendered a decision that the costs of medical 
care were not too high. Rapid scientific de- 
velopment has increased medical costs, but only 
as it has increased service. 

Those social workers and reformers outside of 
Big Business who have advocated some form of 
social Health Insurance as a care for the present 
evil are to my mind made up of three classes. 
Those who are socialistic politically, those who 
are sincere in social welfare work, and feel that 
it is a community responsibility, but that the 
community is not discharging its obligation and 
therefore it becomes a problem of State. Those 
who believe that it is a political expedient under 
our present mass rule. A discussion of these 
three seems unnecessary other than to say that 
the first and last are contrary to our conceptions 
of a pure democracy. The second group should 
merit our consideration and study. 

T would not deny that there are instances of 
overcharges and when that occurs it is an indict- 
ment against the profession. But the problem 
nevertheless remains and while local community 
charities take care of a large portion of this work 
and county agencies take care of a portion of it 
there still remains that percentage not receiving 
adequate medical care because of a discrepancy 
between their income and medical costs. What 
is the solution? It is generally understood and 
admitted that doctors have always reduced their 
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charges when people were bordering on indi- 
gency, and hospitals have maintained charges 
and services as low as possible. We cannot have 
two kinds of medical care from the medical 
viewpoint. Appendicitis bears no different dan- 
gers in the rich or poor, and requires the same 
operating room, the same anesthetic, the same 
sutures, and the same skill. Luxury in disease 
does not come within medical care itself, it may 
come in the appointments outside of medical 
care. We cannot mass treat the illness in this 
group nor can we give a shorter wheel base to 
pneumonia in the poor, and a longer one in the 
rich, because the same diagnostic skill, the same 
nursing, the same drugs are required. Our final 
conclusion must be, and is so agreed by most stu- 
dents of the subject, that the real cause for in- 
adequate medical care is low income. Can the 
medical profession solve that problem? Is it 
strictly speaking our problem? I think it is a 
problem for capital, for industry, for labor and 
for the profession to find its own solution and 
keep it free from political spoils. 

ixperimental plans are now being carried out 
in various parts of the country to meet this prob- 
lem. There has been a cry from various sources 
that the medical profession does not visualize the 
problem and that they will make no study and 
no change. This is far from a correct statement. 
We want to experiment and the progress of medi- 
cine is recognized by all. But we want to ex- 
periment with care for we are dealing with 
human life and human. happiness. 

In various parts of this country experiments 
are going on and have been for years to solve 
this problem of inadequate medical care for the 
poor. These plans are being carefully studied 
with the view of adopting those that best meet 
the problem. We do not care to rush pell-mell 
into these experiments. Let them be proved, is 
our motto, because we assume seriously our re- 
sponsibility. We believe these experiments should 
be under medical supervision because medical 
men understand medical matters. We invite 
constructive criticism. The following plans now 
in operation are being studied as are also others: 


Alameda, California, Plan. 
Rochester, New York, Plan. 
Wayne County Plan. 
Group Hospital Plans. 
These plans can be found in the Handbook 
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of Sickness Insurance, State Medicine and the 
Cost of Medical Care—published by the Bureau 
of Medical Economics. 

Health Insurance programs in other countries, 
Health Insurance programs in various forms 
exist in several countries. We have studied these 
plans. We have studied the background of their 
development. Bismarck was the father of Health 
Insurance in Germany and it was instituted as 
a political expedient. Lloyd George in England 
sponsored it as a political expedient. Has it been 
a success or a failure as regards the health of 
the people? Let us look at some accepted facts: 

1. Sickness has increased. 

2. Mortality is lower in the United States 
than tn countries having Health Insurance. 

There is no valid evidence that a Health In- 
surance scheme is needed or would result in ad- 
vantage in the United States. This is clearly 
shown by all of the usually accepted indices of 
health conditions. Statistics published by the 
League of Nations show that the United States 
in 1933 experienced a lower general death rate, 
a lower infant death rate and a lower mortality 
and morbidity rate from diphtheria and tuber- 
culosts than any other first class national power 
for which data are available. The data are pre- 
sented in the following table: 


MORTALITY AND MORBIDITY, 1933 


Infant 
Alldeaths deaths 
Per 1,000 Per 1,000 Diphtheria 
Births Per 10,000 Pop. 
Deaths 
United States 
Germany 
England and Wales 
Scotland 
France 
Irish Free State 


ILLINOIS 

*1932, 

Health improvement, moreover, has been more 
rapid in the United States than in any other na- 
tion except some of the small nations with homo- 
geneous populations and many of the states in 
the Union have health records equal to those of 
any nation. This experience is valid testimony 
that the prevailing system of medical practice 
and public health service in the United States 
is superior to that found anywhere else in the 
world, 

3. The costs for the insured have been higher 
per patient than for those not insured. In Ger- 
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many 35,000,000 insured pay four times as much 
as 30,000,000 not insured. 

This has been pronounced in some countries 
and is of course bound to occur under any form 
of dole. 

Under Health Insurance, under State or Fed- 
eral control, the free choice of a doctor is denied. 
That alone is a thrust at democracy. It is 
bureaucracy at its height. Who is to determine 
who is to take care of your sick ones? The right 
to choose your doctor should not be sold on the 
Political Auction block. 

4, The effect on Medical Education, Research 
and Progress. 

This must be considered seriously. Can you 
expect the best type of men to enter the practice 
if they are under political control and domina- 
tion? Teaching must eventually deteriorate, and 
research must likewise lose its initiative. Re- 
search exists in man’s brain and cannot be pro- 
duced or developed by vote power or under politi- 
cal change. It is admitted that under Health 
Insurance doctors are overworked, have long 
hours, and have neither time nor energy left for 


study or research. 
We are convinced from various studies that 
medical education, research and progress are de- 


teriorating in countries having compulsory 
Health Insurance and that the United States is 
becoming the medical center of the world. Should 
it be our policy to change this? Does the public 
want a change that is going to bring a poorer 
medical service to future generations ? 

5. The cost now and under Political Control 
in form of Insurance. 

In Germany the number employed as clerks, 
investigators, ete., are greater than. the number 
of physicians employed, this accounting for the 
excessive cost of Health Insurance. The costs in 
every country are increasing rapidly as would 
be expected under any system under political 
control. It is estimated that if 50 per cent. of 
the people of the United States were insured 
under Health Insurance that the expense would 
be about $2,500,000,000.00 per year. That would 
have to be met by taxation. What has happened 
to nations that have steadily piled up taxes? 
You know the answer is written down through 
the progress of history. Do we believe that our 
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government could or would escape all or any of 
the abuses of such a system? 

6. Socialization. 

That there has been social legislation that was 
necessary to bring about a more equitable, social 
and economic security in the past cannot be 
denied. That much of it could have been avoided 
by clear thinking and honesty is my firm con- 
viction. That the passage of such legislation 
even when necessary has brought new evils can- 
not be denied. 

On a general basis one may say that what man 
gains by intellect is permanent and creates little 


‘or no evil (unless put into dishonest hands) but 


what one gains by legislation is not permanent 
and at once sets up an endless chance of oppor- 
tunities for graft and more legislation to cure 
the new evils, therefore, we have thousands of 
laws on our books and are fast becoming what 
Lyman Abbott in his book, “The Rights of Man,” 
declared to be a bastard form of Government 
which he defined as a Bureaucratic Government 
of office holders and law enforcers. 

We are all interested in the common good. We 
want to find a solution to all of our problems 
without seeking or needing Federal control. We 
want to cooperate with all the Federal and State 
and local public health departments that are so 
essential to safeguarding public health. Just so 
we want to cooperate with the government in 
other social and economic plans that fall within 
their scope. 

We do not want social or economic legislation 
that brings new and more serious troubles. I 
am as much opposed to them as I am to Health 
Insurance. And let it be understood that sociali- 
zation of one part of our economic necessity is 
the first step to socialization of other necessities. 
When you nibble at the public crib you will 
eventually ask for a full course. 

Is it not possible for us at the height of our 
civilization to still be men and women, to stand 
upon our own resources, to retain our own indi- 
vidualism ? 

The greatest heritage we can leave is that of 
opportunity. You inherited that, and it is yours 
to guard and protect and to pass it to your chil- 
dren. A large majority of the great leaders of 
this country have come from the common ranks. 
Poor people may rise to great heights if we leave 
the road of opportunity open for them to travel. 
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When you close that road, when you shackle 
man under a form of taxation and bureaucracy 
that not only kills, but prevents his urge to rise, 
then you have started something that unless 
stopped will end in collapse and revolution. And 
finally, we must not criticize government for 
safeguarding the interests of the masses through 
legislation if the leaders in Industry, Capital, 
Education and the Profession fail through com- 
mon counsel to adjust their own problems. 

We are not blind to the facts. We are attempt- 
ing to be careful and wise. We want to cooper- 
ate with Industry. We want to maintain that 
high standard of ethics that has accomplished so 
much for medicine and for the whole civilized 
world. 

R. K. PAcKARD, 

Chairman of the Council of Illinois State Medical 


Society. 


GOVERNMENT SPENDING AND BOLSHEVISM 


For the past decade or more we, as a people, have 
rushed wildly ahead increasing governmental expenses. 
We have forced the government—and this applies all 
the way down the line from federal to local—to engage 
in activities which are not the functions of government 
and so, of necessity, weaken our whole social structure. 
We have demanded this or that expenditure and, for 
some unaccountable reason, have assumed that we were 
paying nothing when we voted a bond issue. As we 
have stated several times, the fault does not lie with 
those elected to office and who voted the appropriations, 
but instead to well organized minorities which have 
insisted upon the expenditure, usually in the name of 
“public improvement” or “social reform.” 

This much is certain, unless steps are taken to dras- 
tically reduce the cost of conducting government— 
local, state and federal—and this mighty soon, the next 
reform will be to wipe out the private property right 
completely (which is Bolshevism), and when that hap- 
pens, if it does, your nicely improved home or farm 
which, because you could borrow money, has been put 
in such shape that it enables you to make a living, will 
no longer be yours. You lose and the fellow to whom 
you owe the five thousand dollars loses with you.— 
Committee on American Education. 





THE GREAT DOCTOR 

The great doctor must know almost as much about 
the social order as the sociologist; almost as much 
about the mind as the psychologist; as much about 
the subtle art of counselling as the priest. He must 
refuse to commercialize his profession and decline to 
tear his specialism out of the living texture of the 
me ical fabric. He must be able to distinguish between 
Hippocratic ethics and hypocritic etiquette. — Glenn 
Frank. 
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Correspondence 


LEGISLATOR OPPOSES CORPORATION 
PRACTICE OF MEDICINE 
Lewistown, Ill., March 27, 1935. 
Dr. E. P. Coleman, 
Canton, Illinois. 
Dear Dr. Coleman: 

I appreciate your communication concerning 
House Bill 425 now pending in the Illinois Gen- 
eral Assembly. 

I owe too much to the efficient, faithful and 
unselfish service of various members of the medi- 


_ cal profession rendered to the members of my 


family and myself for me to give my consent or 
support to any legislation that will destroy the 
individuality and efficiency of the conscientious 
physician and surgeon. ‘ 

Corporate practice of law is prohibited in this 
State in the interest of the public welfare and 
justice. Certainly the promotion of health of 
our citizens is as important as the maintenance 
of property rights, and the rights of the indi- 
vidual practitioner of medicine are as sacred as 
those of the lawyer. 

I have never believed in the so-called “cure 
all” remedies and it seems to me that corporation 
practice of medicine would encourage use of such 
nostrums. It would relieve the physician of indi- 
vidual responsibility and, to a certain extent at 
least, individual incentive to progress in the pro- 
fession. 

I can find no merit in the proposed legislation 
and many reasons are apparent for opposing its 
enactment into law. 

REED F, Cuter, 
Representative in General Assembly. 





KIWANIS CLUB OF NORTHWEST CHI- 
CAGO CONDEMNS CORPORATION 
PRACTICE OF MEDICINE 
At a regular meeting of the Citizens Council 
of Northwest Chicago held on March 19, 1935, 

the following resolution was adopted : 

WuerEAS, there has been introduced in the 
legislature of the State of Illinois “An Act to 
amend the Medical Practice Act” by adding 
thereto Section 20A providing that corporations 
may practice medicine, which said Act is known 
as HB No. 425, and, 

WHEREAS, the indiscriminate practice of medi- 
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cine by corporations would result in the mass 
treatment of human ailments to the detriment 
of public welfare, and, 

WHEREAS, the practice of medicine is essen- 
tially an individualistic profession and the prac- 
tice of medicine or surgery by a corporation is 
repugnant to all of the traditions of medicine 
and is repugnant to the relationship between 
doctor and patient, and, 

WHEREAS, such practice by a corporation 
would result in unethical advertising to the detri- 
ment of the public and to ethical physicians and 
surgeons, and, 

WHEREAS, the Citizens Council of Northwest 
Chicago is composed of delegates from 40 civic 
organizations representing approximately 70,000 
residents of the Northwest side of Chicago. 

Now, Therefore, Be It Resolved, by the Citi- 
zens Council of Northwest Chicago that we are 
unalterably opposed to House Bill No. 425 or 
any similar legislation permitting any corpora- 
tion to practice medicine, and 

Be It Further Resolved that copies of the 
foregoing resolutions be forwarded to the Chi- 
cago Medical Society, State Medical Society and 
to each member of the Committee on Public 
Welfare of the House of Representatives at 
Springfield, Illinois. 
CITIZENS COUNCIL 

CHICAGO, 


OF NORTHWEST 
Hector G. LARgEAuv, 
Chairman, ex-Officio. 
H. Barry McCormick, 
Chairman. 
CARL PRETZEL, 
Vice Chairman and Attorney. 





MARTHA WASHINGTON HOSPITAL CON- 
DEMNS CORPORATION PRACTICE 
OF MEDICINE 

Wuereas, there has been introduced in the 
legislature of the State of Illinois “An Act to 
amend the Medical Practice Act” by adding 
thereto Section 20A providing that corporations 
may practice medicine, which said Act is known 
as HB No. 425, and, 

Wnereas, the indiscriminate practice of medi- 
cine by corporations would result in the mass 
treatment of human ailments to the detriment 
of public welfare, and, 


Wnereas, the practice of medicine is essen- 
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tially an individualistic profession, and the prac- 
tice of medicine or surgery by a corporation is 
repugnant to all of the traditions of medicine 
and is pugnant to the relationship between Doc- 
tor and patient, and, 

WHEREAS, such practice by a corporation 
would result in unethical advertising to the det- 
riment of the public and to ethical physicians 
and surgeons; 

Now, Therefore, Be It Resolved that the staff 
of the Martha Washington Hospital is unalter- 
ably opposed to the passage of House Bill 425 
or to the passage of any similar legislation per- 
mitting any corporation to practice medicine, 
and, 

Be It Further Resolved, that copies of the 
foregoing resolution be sent to the Chicago Medi- 
cal Society, State Medical Society, Governor 
Henry Horner and to each member of the Com- 
mittee on Public Welfare of the House of Rep- 
resentatives. 

H. M. Ross, M. D., 
Pres. Staff. 

EDWARD ROWLANDS, 
Secy. to Staff. 





IF NOT SUPPORTED THE ANNALS OF 
MEDICAL HISTORY WILL SUSPEND 
PUBLICATION 


Richmond, Virginia, March 7, 1935. 
To The Editor: 

The last number of the Annals of Medical His- 
tory, as you may have observed, carries a dis- 
turbing editorial directed to the few subscribers 
and many readers of this premier publication. In 
it Dr. Packard sets forth what have been uni- 
versally recognized as the sterling qualities of the 
Annals and calls attention to the fact that, carry- 
ing no advertising matter, it has to depend entire- 
ly for support upon its subscribers. Concluding 
with the announcement that “the Annals is faced 
with the unpleasant possibility that it may have 
to suspend publication,” he remarks that should 
such an eventuality come to pass “it will be many 
a long year before a publisher will be found of 


- sufficient courage and disinterestedness to under- 


take a similar project.” 

We are all of course familiar with the history 
of the origin of the Annals, of the part Sir 
William Osler and others of his calibre played in 
founding it, and of the part its publishers, 
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Paul B. Hoeber, Inc., have had in its worth and 
beauty. We are proud that such a publication 
should be produced in this country, and none of 
us is willing to stand idly by and see such a mag- 
nificent undertaking perish for lack of support. 
The Virginia Medical Monthly is writing you 
to ask if you will not join us and other State 
journals (1) in putting this matter before your 
readers editorially, (2) in urging upon individ- 
uals and component societies the obligation to be- 
come subscribers to the Annals. If in this way 
no more than ten new subscribers in each State 
are secured, the financial embarrassment in which 
the Annals finds itself at this time would be com- 
May we count upon your 


pletely removed. 

cooperation ? 
Wynpuam B. Bianton, M. D., 
Editor, Virginia Medical Monthly. 





ANNOUNCEMENT 


The Alumni Association of the University of Illinois 
College of Medicine will entertain its members in- 
formally at dinner on Wednesday, May 22, 1935, at 
the Faust Hotel, Rockford, Illinois, at the Illinois 
State Medical Convention. Dean Davis of the College 
of Medicine will be the honored guest. Every alumni 
is urged to make an effort to be present and meet his 
classmates. 





EDUCATIONAL COMMITTEE 
Statistical Report for March 


70—Physicians were scheduled to address meetings 
of lay organizations. Attendance at these meet- 
ings numbered in the thousands. 

10—Scientific programs were arranged for medical 
societies. 

24—Radio talks were given over Chicago stations. 

18—Package libraries were compiled and sent to 
physicians. 

96—County Medical Society secretaries were fur- 
nished material on the “Summer Round-Up” of 
the Congress of Parents and Teachers. 

192—Educational Articles were sent to program 
chairmen of the Women’s Auxiliaries. 

508—Articles were sent to libraries in the state. 

150—Reprints of “Why We Oppose Health Insur- 
ance’ were sent to Illinois libraries. 

300—Programs of a Health Institute sponsored by 
the 7th District of the Illinois Federation of 
Women’s Clubs were mimeographed. The Com- 
mittee scheduled three speakers for this Institute. 

75—Programs were mimeographed for the Woman's 
Auxiliary. 

2,012—Invitations were prepared and mailed concern- 

ing meetings of Perry, LaSalle, Jefferson- 
Hamilton, Franklin, Bureau, Vermilion, Ran- 
dolph County Medical Societies, and _ the 
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Woman’s Auxiliary of the Illinois State Medical 
Society and the Chicago Medical Society. 

887—Releases were furnished newspapers announcing 
meetings of LaSalle, Jefferson-Hamilton, Frank- 
lin, Bureau County Medical Societies, the An- 
nual Meeting of the Ilinois State Medical So- 
ciety, and meetings of the Northwest, Calumet, 
Jackson Park, North Shore branches of the 
Chicago Medical Society. 

500—Releases of health educational material for use 
over county medical society or state medical 
society authority were provided newspapers. 

7—-New health educational articles were written and 
approved by the Committee. 
Radio talks were furnished program chairmen 
of clubs and parent teacher associations. 
Information concerning the program and plan 
of work of the Educational Committee was fur- 
nished Secretary of the Utah State Medical 
Association. 
Jean McArtuur, Secretary. 





WOMAN’S AUXILIARY TO THE ILLINOIS 
STATE MEDICAL SOCIETY 


Report of Public Relations Chairman 


Public Relations is a theme covering many activities. 
It takes in every phase of club life. This past year we 
started with the Century of Progress, keeping open 
house in our booth, every Cook County Auxiliary sup- 
plying hostesses consecutively every day. Several hun- 
dred visitors registered and our hostesses gave a few 
minutes lecture to every group interested in the progress 
of medicine during the past 100 years in Illinois, and 
gave out literature and pamphlets announcing the lec- 
tures on medicine in the South Hall by members of 
the Chicago Medical Society. 

The Public Relations Chairman assisted the Program 
Chairman in sending out notices to 311 members an- 
nouncing the public meetings sponsored by the Chicago 
Medical Society on the popular topics of Heart Dis- 
ease, Cancer, Weight, You and Your Germs. These 
lectures were well attended. 

On September 16th the Auxiliary accepted an invi- 
tation to visit the Ottawa Tuberculosis Sanitarium, 
fifty-six members with their husbands responded. A 
most delightful time was had by all, consisting of 
luncheon, trip on the new lake to the locks, with the 
novel sight of seeing barges passing through the locks. 
We all returned to the sanitarium at 7:00 P. M. where 
every one bid good night to our host, thanking him for 
a glorious outing. 

Early in the fall Mrs. Gordon Thorne who so kindly 
furnished our booth at the Century of Progress, in- 
vited fifty auxiliary members to her beautiful home on 
Lake Shore Drive. A luncheon was served, followed by 
moving pictures of Japan. Forty-seven dollars for our 
treasury was realized from this lecture. 

Contacts were made down-state. The Educational 
Committee of the Illinois State Medical Society sent 
material to those auxiliaries requesting more informa- 
tion on vivisection and children’s diseases. Through 
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Mr. B. K. Richardson, Chief of Division of Public 
Health Instruction, Springfield, the Illinois Health 
Messenger was sent to all down-state presidents, and at 
the request of Mrs. Willstead of Chatsworth, Illinois, 
the Health Messenger was placed in the following 
institutions: Dwight Public Library, Chicago & Alton 
Railroad Station, West Side School, East Side School, 
Dwight High School. At Pontiac the Messenger was 
placed in the Masonic Club Room, Elks Club, Chicago 
& Alton Railroad Station, Y. M. C. A., Chatsworth 
Public Library, and the Chatsworth High School 
Library. 

On January 2nd, Dr. C. I. Reed gave a very fine 

talk on vivisection and what it has done for the human 
race. A debate on vivisection was held at the Ideal 
Club. Several weeks later a heated debate was held at 
the Cottage Inn, at which about 250 were present. The 
anti-vivisectionists proved a very weak opponent. 
On February 26th your Public Relations chairman 
attended a preliminary program of the Midwest Con- 
ference on Housemaking at Hotel Sherman. A three 
day conference will be held March 19-20-21, at which 
time a medical lecture will be given, and we hope for 
a picture and lecture on radio and magazine advertising, 
misrepresenting cures and medicines. 

There are many things a Public Relations chairman 
could contact if she could devote all her time to attend 
the various entertaining opportunities presented to her. 

Mrs. A. H. BruMBAcK, 
Public Relations Chairman. 


HYGEIA 


Hygeia is the official lay magazine of the American 
Medical Association, and not only contains a wealth of 
most worth while and interesting reading, but a boun- 
tiful supply of helpful suggestions to both doctors and 
laymen. 

Hygeia should hold first place as a magazine in every 
doctor’s home and office, and if thusly placed will help 
the layman to better understand health problems. 

It not only helps Doctors in every section of the city 
and country, but does put before the layman in a clear, 
concise way problems confronting them in the medical 
field. 

Hygeia reaches out into the rural sections where 
knowledge. of the medical world is not so widely dif- 
fused—but where now such knowledge is being sought. 

It also is most useful in Parent Teachers Organiza- 
tions and is a great help in all Auxiliary work and 
should be given a place on every Auxiliary program. 

Illinois has always been on the Honor Roll of Hygeia 
and this year will prove no exception. Cook County 
has always come through with more than its quota, as 
s true of some of the much smaller Counties. 
Sangamon County has done a most praiseworthy 
piece of work this year, in placing Hygeia in all Pub- 
le and Parochial Schools, High Schools and the Public 
Library in Springfield. This was accomplished through 
the Auxiliary to the Sangamon County Medical So- 
Cety, 

Perhaps it may prove of interest to other Auxiliaries 
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to know how this money was raised for Hygeia. Our 
old but much tried plan of a card party was held, but 
to this was added a ‘Country Store”’—where every- 
thing from toys to food was sold, and it netted many 
dollars to the fund and contributed much fun and 
enjoyment to the occasion. 

There are many ways in which money may be raised 
for the placing of Hygeia in every city and rural school 
and station waiting rooms, and I do hope that these 
places and others may soon boast of a copy. 

Hygeia Magazine is different from any other maga- 
zine, in that it contains much data informing us of the 
vitalness of our every day problems pertaining to our 
health. 

While there are many interesting and useful maga- 
zines, Hygeia is certainly the most useful, since it 
contains many articles so vital to our health and well 
being. Let’s subscribe at once for Hygeia and make 
this its banner year. 

(Mrs. H. B.) Heten B. HENKEL, 
State Hygeia Chairman. 


Woodford County Auxiliary: 

We have four meetings a year having dinner with 
the doctors of the Woodford County Medical Society 
at these times. We are fully paid up and have a one 
hundred percent membership. We sent our alternate to 
the State Convention at Springfield. At our recent 
meeting at Roanoke, Illinois, March 11th, we had elec- 
tion of officers: 

President—Mrs. W. S. Morrison, Minouk. 

Vice-President—Mrs. C. L. Boone, Washburn. 

Secretary and Treasurer—Mrs. Noel Gordon, Minouk. 

Historian—Mrs. F. W. Nickel, Eureka. 

Delegate—Mrs. F. W. Nickel, Eureka. 

Alternate—Mrs. E. B. Pearson, Eureka. 

We hope at the end of our second year to have a 
larger and more interesting report to make. 

(Mrs. R. T.) Farru C. Ropaway, 
Roanoke, Illinois. 


Sangamon County Auxiliary: 


Our last meeting was with Mrs. Rolens at the Home- 

maker’s Institute. Mrs. Harry Otten spoke on “Teach- 
ing Social Hygiene” in Public Schools and Dr. R. H. 
Woodruff on “Vital Statistics.’ The social hour is 
enjoyed very much and serves to create closer friend- 
ships. 
We had a public card party with Mrs. J. E. Reisch 
as chairman to raise funds. We cleared ninety-two 
dollars and felt it was a grand success. We will now 
place Hygeia in the library, public and parochial 
schools of Springfield. 

Dr. Charles B. Reed, president-elect of the State 
Medical Society spoke at a joint meeting of the Sanga- 
mon Medical Society and the Auxiliary at Abraham 
Lincoln Hotel, March 7th. His subject was the “Gen- 
eral Practitioner.” The meeting was in the form of a 
banquet and was well attended. 

(Mrs. Ropert) Susan H. FLenvye, 
Springfield. 
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ILLINOIS RADIOLOGICAL SOCIETY 


The Illinois Radiological Society will hold its next 
meeting at the Illinois Hotel, Bloomington, Illinois, on 
Sunday, April 28, 1935, at 10:00 A. M., with the fol- 
lowing program honoring the fortieth anniversary of 
Roentgen’s discovery. The medical profession is cor- 
dially invited to attend. 

10:00 A.M.—Business Session. 

10:30 A.M.—“Exhibition of Interesting Films.” 
(Bring bone films especially.) 

11:30 A.M.—Dr. Emil Grubbe Chicago, IIl. 
Has been invited to give a “historical 
talk showing that X-ray therapy was 
born in Chicago.” 

* *k * 
Dinner—12:30 to 1:30 
($1.00 Per Plate) 

* *k * 

1:30 P. M.—Dr. Heinz Langer Pittsburgh, Pa. 
“Diseases which present signs of over- 
irritation of the sympathetic nerves and 
their treatment by X-ray.” 

2:15 P.M.—Dr. James H. Hutton 

“Hypertension and Diabetes.” 

3:00 P. M.—Professor George L. Clark 
.. Physicist, Univ. of Ill., Champaign, III. 
Author of book on “Practical X-Rays,” 
“Advances in X-ray Physics.” 

3:30 P. M.—General Discussion. 

—W. M. Harrman, M. D., 
President, Macomb, II. 


Chicago, IIl. 





STATE OF ILLINOIS 
DEPARTMENT OF FINANCE 
SPRINGFIELD 


Rule No. 32 Retailers’ Occupation Tax Division 
OPTOMETRISTS’ OCULISTS AND OPTICIANS 


Optometrists and oculists are not liable for Retailers’ 
Occupation Tax with respect to receipts from profes- 
sional services rendered, such as examination and re- 
fraction of the eyes or ocular care and treatment. How- 
ever, if optometrists or oculists also act as opticians, 
or sell spectacles, eye glasses, lenses, frames, or other 
tangible personal property to users or consumers, they 
incur liability for tax with respect to receipts from such 
sales separately billed to clients. If optometrists or 
opticians sell eye glasses, spectacles or lenses pursuant 
to examination for a lump sum or single amount, they 
incur liability for tax with respect to the entire receipt 
from the transaction. 

Opticians are liable for Retailers’ Occupation Tax 
with respect to their receipts from sales of spectacles, 
eye glasses or lenses fabricated by them, on prescription 
or otherwise, and sold directly to users or consumers. 
The total amount of receipts from such sales are within 
the Act, and labor or service or other items of cost of 
production are not deductible by opticians in computing 
their tax. Where opticians make and sell spectacles 
to oculists or optometrists, and the latter resell the 
same to their clients for use, then such sales by the 
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optician are for resale and do not carry a liability for 
tax. 

For example, an optometrist who refracts the eyes 
by mechanical methods and sells fitted spectacles to a 
client for use pursuant to such an examination is liable 
for tax only with respect to receipts from the sale of 
the spectacles, if such selling price is separately set up 
and billed to his client. The same ruling applies to 
the oculist who refracts the eyes by medical methods 
and sells spectacles pursuant thereto. If either such 
optometrists or oculists do not sell any spectacles pur- 
suant to examination, or otherwise engage in the busi- 
ness of selling tangible personal property for use or 
consumption, but merely write prescriptions to opticians, 
they are not liable for tax. The optician who fills the 
prescriptions by fabricating and selling spectacles to 
users or consumers incurs liability for the tax. 

Optometrists, opticians and oculists are liable for 
tax with respect to their receipts from sales for use or 


consumption of such articles as complete spectacles. 


without examination, sun glasses, solution for cleaning 
eye glasses, barometers, telescopes or opera glasses, 
sold apart from the rendering of professional services, 





CONVENTION GOLF 


The State Medical Society meeting at Rockford holds 
forth an unusual allure for the golfer. The Golf Com- 
mittee has arranged for members of the Society to play 
on the Rockford Country Club course. This is one 
of the finest courses in the Mid-west; it has been the 
scene of many notable tournaments, including the West- 
ern Amateur; this year the Illinois State Professional 
and Amateur Tournaments are to be held here. The 
fairways are watered and the course generally is kept 
in excellent shape; this, with its picturesque location, 
running for almost a mile along the west bank of beau- 
tiful Rock River, combines to assure the golfer of a 
wonderful treat. So bring your clubs for one or more 
rounds of golf. 

The Committee have planned suitable prizes for the 
Handicap Tournament which will be staged Tuesday, 
May the twenty-first. In addition the Course will be 
open to members of the Illinois State Medical Society 
on Monday, May the twentieth, through Thursday, if 
members wish to play a practice round before Tuesday, 
or later. 

Excellent cuisine is available at the club, at nominal 
prices, and the men’s locker room porch, high above 
the river offers an ideal spot to rest after a round of 
Golf. 

The Golf Committee chairman of which is Dr. W. L. 
Crawford, Rockford, Illinois, will be glad to give any 
information desired. 





AMERICAN MEDICAL GOLFERS PLAY IN 
ATLANTIC CITY, MONDAY, JUNE 10 


The American Medical Golfing Association will hold 
its twenty-first annual tournament at the Northfield 
Country Club in Atlantic City on Monday, June 10. 1935. 

Thirty-six holes of golf will be played in competition 
for the seventy trophies and prizes in the nine events. 
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Trophies will be awarded for the Association Cham- 
pionship, thirty-six holés' gross, The Will Walter Trophy ; 
the Association Handicap Championship, thirty-six holes 
net, The Detroit Trophy; the Championship Flight, 
First Gross, thirty-six holes, The St. Louis Trophy; 
the Championship Flight, First Net, thirty-six holes, 
The President’s Trophy; the Eighteen Hole Champion- 
ship, The Golden State Trophy; the Eighteen Hole 
Handicap Championship, The Ben Thomas Trophy; the 
Maturity Event, limited to Fellows over 60 years of 
age, The Minneapolis Trophy; the Oldguard Cham- 
pionship limited to competition of past presidents, The 
Wendell Phillips Trophy; and the Kickers Handicap, 
The Wisconsin Trophy. Other events and prizes will 
be announced at the first tee. 


A. M. G. A. MEMBERS IN Every STATE OF THE UNION. 


Dr. Charles Lukens of Toledo is president and Dr. 
C. H. Henninger of Pittsburgh and Dr. John B. Mor- 
gan of Cleveland are vice-presidents of the American 
Medical Golfing Association, which was organized in 
1915 by Dr. Will Walter, Dr. Wendell Phillips and 
Dr. Gene Lewis, and now totals 1,100 members repre- 
senting every state in the union. The living past presi- 
dents include Dr, Thomas Hubbard of Toledo, Dr. Fred 
Bailey of St. Louis, Dr. Edward Martin of Media, Pa., 
Dr. Robert Moss of LaGrange, Texas, Dr. Charlton 
Wallace of New York, Dr. Will Walter of Chicago 
and Charlottesville, Va., Dr. James Eaves of Oakland, 
Calif., Dr. Chester Brown of Danbury, Conn., Dr. Sam- 
uel Childs of Denver, Dr. W. D. Shelden of Rochester, 
Minn., Dr. Walter Schaller of San Francisco, Dr. Ed- 
win Zabriskie of New York, Dr. Frank A. Kelly of 
Detroit, Dr. John Welsh Croskey of Philadelphia, and 
Dr. Homer K. Nicoll of Chicago. The first president 
of the A. M. G. A., Dr. Wendell Phillips of New 
York, who played in every tournament since 1915, died 
on November 16, 1934. 


ATLANTIC City COMMITTEE 


The Atlantic City Committee is under the chairman- 
ship of Dr. Walt P. Conaway, 1723 Pacific Ave., At- 
lantic City. He will be assisted by Drs. I. R. Beir, 
John Pennington, Alfred Westney, and Rostin White. 

The Northfield Country Club of Atlantic City is de- 
scribed by Chairman Conaway as “certainly one of the 
most interesting courses in this district. Many cham- 
pionships have been held at Northfield, and I am sure 
the visiting doctors will be delighted with it in every 
sense of the word. It has a beautiful club house with 
every facility ready for the pleasure of the guest.” 


APPICATION FOR MEMBERSHIP 


All male Fellows of the American Medical Associa- 
tion are eligible and cordially invited to become mem- 
bers of the A. M. G. A. Write the Executive Secre- 
tary, Bill Burns, 4421 Woodward Avenue, Detroit, for 
an application blank. Participants in the A. M. G. A. 
tournament are required to furnish their home club 
handicap, signed by the secretary. No handicap over 
25 is allowed, except in the Kickers’ (Blind Bogey). 
Only active members of the A. M. G. A. may compete 
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for prizes. No trophy is awarded a Fellow who is 
absent from the annual dnner. 

The twenty-first tournament of the American Medi- 
cal Golfing Association promises to be a happy affair. 
The officers anticipate some two hundred medical golf- 
ers from all parts of the United States and Canada will 
attend. 





MODERN WEAPONS AID PHYSICIANS IN 
FIGHT ON TUBERCULOSIS 


“Fight Tuberculosis with Modern Weapons” is the 
slogan for the 1935 educational campaign sponsored by 
the National Tuberculosis Association, the Chicago 
Tuberculosis Institute and other associations through- 
out the country, scheduled to begin April 1st. 

The underlying principle and aim for this early diag- 
nosis campaign, and the statement that will be fea- 
tured on all the literature distributed during this month 
is, “The Treatment of Tuberculosis Must In All Cases 
Be Based on Diagnosis. Only a doctor can decide 
whether treatment is necessary, and how it should be 
carried out.” The campaign will also emphasize the 
importance of early diagnosis, so necessary in the cure 
or arrestment of the disease. 

Medical science has made tremendous strides in the 
cure and prevention of tuberculosis, and it is timely to 
inform the public how to avail themselves of these 
great findings. Today’s modern methods of treatment 
includes collapse therapy (pneumothorax) the import- 
ance of the sanatorium and social rehabilitation of the 
tuberculous patient. This is the basis for the slogan 
of this year’s campaign. 

An appreciation of scientific medicine is a major 
objective of health education and this modern treat- 
ment of tuberculosis inspires respect not only for scien- 
tific medicine but also for the men and women asso- 
ciated with its advancement. Such fuller, more definite 
knowledge of the treatment of tuberculosis dispels fear 
of the disease and prompts the person who may be 
worried about his health to visit his physician. 

Tuberculosis, through the ages, has been surrounded 
by many deep-rooted fallacies, but in the last fifty 
years much has been done to discredit these notions. 
Such educational campaigns as this one have done a 
great deal in further enlightening the public on the 
subtleties of the disease, and the importance of scien- 
tific medical science. 

Campaign posters are available and suggest that 
medical science is a moving, living enterprise in step 
with the times. Attractive leaflets explain concisely 
and authoritatively the main aspects of the treatment of 
tuberculosis: General treatment, need and purpose of 
the sanatoria, collapse therapy, and economic and social 
rehabilitation. 





-ALTRUISM 


The altruist should not be regarded as a martyr, for 
he is not relinquishing his right to happiness. He has 
merely learned an adult means of gaining happiness, in 
place of the egocentric ways practiced by a child— 
Prof. John J. B. Morgan, in “Keeping a Sound Mind.” 
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ACTION OF IODINE IN THYROTOXICOSIS, 
WITH ESPECIAL REFERENCE TO 
REFRACTORINESS 

J. H. Means and Jacos Lerman, Boston (Journal 
A. M. A., March 23, 1935), point out that the clinical 
facts regarding iodine in thyrotoxicosis are that it 
produces an altogether characteristic and specific re- 
sponse, which consists in an amelioration of symptoms 
and a drop in metabolic rate. This response will occur 
at any stage of the disease. It appears that the response 
has no relation to the duration or direction of progress 
of the disease but merely acts as a check on the intensity 
of its symptoms. These clinical facts are consistent with 
the theory that in thyrotoxicosis the thyroid allows the 
escape of thyroxine to proceed at an excessive rate; to 
leak, in fact, and that the cells of the thyroid hyper- 
function in consequence. Iodine, it is suggested, sets 
up a temporary obstacle to this excessive outflow; it 
checks the leakage of thyroxine from the gland. The 
known facts of iodine and thyroxine content of the 
gland, blood and urine are consistent with such a the- 
ory. The authors believe that so-called refractoriness is 
apparent, not real. Thyrotoxic patients who are un- 
affected by iodine are those who are already fully 
iodinized. They doubt the existence of so-called iod- 
Basedow. The iodine response is valuable in the man- 
agement of toxic goiter, both in treatment and in diag- 
nosis, but its fundamental nature must be familiar if it 
is to be used successfully. 





AIDS IN MUSCLE TRAINING, WITH ESPECIAL 
REFERENCE TO SLING SUSPENSION 
AND UNDER-WATER EXERCISES 


F, J. GaensLen, Milwaukee (Journal A. M. A, 
March 23, 1935), is of the opinion that of the many 
varieties of physical therapy, active exercise probably 
deserves first place because of its wide applicability and 
because it calls into play the entire neuromuscular units 
in a manner approaching normal physiologic action. He 
describes sling suspension exercises, under-water exer- 
cises and the overhead trolly system of exercise. He 
emphasizes that every case, of whatever type, must be 
studied carefully and a physical therapeutic program 
mapped out to meet the individual requirements, and 
also that the simple measures that he outlines are merely 
aids in the rehabilitation program. 





ACTIVE IMMUNIZATION WITH MENINGO- 
COCCUS TOXIN 


The work of N. S. Ferry, Detroit, and A. H. STEELE, 
Northville, Mich. (Journal A. M, A., March 23, 1935), 
demonstrates that certain individuals who are suscep- 
tible to the skin test dose of meningococcus toxin can 
be made immune to this dose of toxin by at least three 
subcutaneous injections of the undiluted toxin in gradu- 
ated doses. This immunity can be produced against the 
toxin of one type by injections of a mixture of toxins 
of all types. While the results of these tests indicate 
certain facts in regard to the stimulation of active im- 
munity in man against meningococcus toxin, they do 
not necessarily signify that an immunity against the 
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organism can be produced at the same time, although 
such a condition is true of some soluble toxins and it 
is not unreasonable to expect the same of this toxin. 
This method of immunization, however, does suggest a 
possible means of active protection against the disease 
itself and is worthy of consideration and further study, 
especially since it was shown that active immunity 
against infection with the virulent meningococcus can 
be stimulated in laboratory animals following prophy- 
lactic injections of this toxin. The answer to this ques- 
tion, while of great importance, must of necessity be 
deferred until such a time as more conclusive clinical 
data are available. 





DO YOU KNOW— 


That Hippocrates, 400 B. C., ordered during the pes- 
tilence at Athens aromatic fumigation and large fires in 
the streets? 

That in Homer’s Odyssey reference is made to Ulys- 
ses purifying his house with burning sulphur? 

That the Romans, amidst their military operations, 
found time to construct the “Cloaca Maxima” some 
2,400 years ago, which not only served for the removal 
of refuse, but also helped to drain many of the marshes, 
and constitutes the principal sewer of modern Rome? 

That at one time Rome had 14 large and 20 small 
aqueducts, some of which carried the water from a dis- 
tance of 50 kilometers? 

That during the reign of Tiberius and Nero the per 
capita supply of water was over 1,400 liters a day? 

That in Rome between 400 B. C. and 180 A. D. about 
800 public baths were installed, among them the 
“Therm Caracalle,’ which alone accommodated 3,000 
bathers at one time? 

That in the fourteenth century (1345-1351) the “Ori- 
ental pest,” or bubonic plague, claimed a toll in Ger- 
many of over a million lives? 

That in Madrid not even a privy existed in 1760; it 
was customary to throw the ordure out of the windows 
at night, to be removed by the scavengers the next day? 

That in Prussia, during the decade 1751-60, “688 out 
of every 1,000 children born perished before the age of 
ten, and that in 1761 50 per cent. of the English popu- 
lation died before reaching the age of 20?” 

That William Jenner, on May 14, 1776, inoculated a 
boy with virus taken from a pustule on the hand of a 
milkmaid who had been infected by her master’s cow; 
on July 1 this boy was inoculated with smallpox virus 
without the slightest effect, as Jenner had predicted, 
and in spite of considerable opposition this method was 
slowly but surely adopted in all civilized countries? 

That vaccination was introduced by Dr. Waterhouse 
in Boston in 1800, and by Seaman in New York in 
1801? 


1. From “Brief History of Hygiene and Sanitation,” by Geo. 
M. Kober, M. D., in Public Health Report, April 6, 1923, Wash- 
ington, D. C. 





AS YOU LIKE TT 


Man, honest, will take anything—Ad in a Jackson- 
ville paper. 
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Original Articles 


MODERN DIET AND THE CHILD BEAR- 
ING PROBLEM 


DanieL THOMAS QuiGLEy, M.D. 
OMAHA, NEBRASKA 


Question as. to whether modern diet has any 
connection with the dangers of child bearing has 
long been debated by medical and non-medical 
men. Past debates have been non-productive 
since neither party to the discussion has had con- 
crete facts to adduce and the fundamentals of nu- 
trition were unknown. Only recently has come 
scientific knowledge of the scientific side of food 
intake. That there has been something wrong 
with ordinary diets was sensed by many who deal 
with large numbers of sick people. On all sides 
diseases appear that have an almost universal dis- 
tribution. Among these constipation, tooth de- 
cay and rickets are the most common. Besides 
every day disorders appear a class of diseases 
that though less widely distributed are still linked 
with errors in diet and which show constant in- 


crease in incidence. These latter diseases increase 


in incidence and further invade the younger dec- 


ades of life. That doctors as a rule have been 
incompetent to deal with these diseases is shown 
by the fact that these diseases attack and kill doc- 
tors in the same percentage as they attack and 
kill laymen. In this group are diabetes, kidney 
diseases, apoplexies, heart diseases and cancer. 
As observation of facts and studies of statis- 
tics progress another factor has become import- 
ant. Especially that more and more women are 
becoming incapable of bearing children and the 
need of obstetrical aid in each decade become 
greater. Despite the fact that American women 
are given obstetrical aid in the greatest degree 
and have hospitalized obstetrics in the greatest 
number, the morbidity and mortality records 
have gone up year by year. In fifteen years 
Caesarian section in the city of New York has 
risen from 0.2 per cent to 2 per cent, or an in- 
crease of one thousand per cent. Rickets is a 
Very common disease. Girls with rickets grow 
up with contracted pelves and other bony deform- 
ities so it is easy to see how this state of affairs 
does operate to increase obstetrical interference 
and also obstetric morbidity and mortality. 
Another side to the problem is that much of the 
increase and higher death rate connected with 
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childbirth may not be attributed to purely 
mechanical difficulties but to bleedings and in- 
fections. The baby also shows an increasing inci- 
dence to intracranial hemorrhages and an in- 
creasing susceptibility to infections and gastro- 
intestinal atony. The latter shows itself as 
anorexia and constipation. Diseased mothers 
bearing these diseased children usually suffer in 
some degree from these same gastzointestinal dis- 
orders and in addition show their degeneracy by 
a lack of ability to secrete enough milk to keep 
the baby alive. The obstetrician must reckon 
with the mechanical difficulties of childbirth and 
the evils that come from bleedings and infections. 
The standardized and organized obstetrical ex- 
perts have met the situation by decrying the lack 
of mechanical skill on the part of the ordinary 
doctor and have proclaimed the information that 
mechanical birth troubles may-be cured by skill 
such as specialists possess. This group also 
avers or implies that infections arise always 
from external causes and that the cure depends on 
keeping the offending microorganisms out of the 
field at the time that the woman is having her 
child. 

Such premises have crept in with the process 
of evolution. They have come down from a time 
when the basic principles involved were not un- 
derstood and mechanical variation and extrinsic 
infective agents were blamed. Bleedings were 
included in the unfortunate occurrences asso- 
ciated with the exercising of the necessary force 
for the delivery of the child. 

No one will dispute the fact that the normal 
woman of child bearing age goes through preg- 
nancy and childbirth as a normal physiological 
occurrence without undue suffering or danger. 
This is as true of the human as of any other ani- 
mal. In the child-bearing age pregnancy is the 
normal condition for the female of the species. 
As soon as the suckling of the young is over it is 
normal and natural for the well woman again to 
become pregnant. At least fifty per cent of 
woman’s fertile life period is occupied in carry- 
ing, and the other fifty per cent in nursing a 
baby. This is the physiological physical life ac- 
tivity of the normal human female just as it is 
the normal life activity of the female of any 
other animal species. The production of young 
is the dominant female life activity. When we 
discover a breed of animals in which this func- 
tion becomes more and more difficult and the 
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vitality of the young becomes more and more 
attenuated, then if it 1s desirable to continue the 
breed, the most important thing is to find out 
what are the factors contributing to the racial 
decline and the remedies to be applied in an 
effort to stop the decline and to restore as far as 
possible the former vitality and smooth function- 
ing of those physiological processess which pass 
on life from one generation to the nect. 

In connection with the human animal the most 
radical departures from normal have come with- 
in comparatively recent years. If we inquire into 
changes coincident with declining vitality, it will 
be found that the greatest changes which have 
occurred will be noted in food intake. Some- 
thing has happened to food within the last fifty 
years! With this happening has come an in- 
crease in tooth pathology, in diabetes, in gastro- 
intestinal disease, in heart disease, in insanity, 
in cancer and in obstetrical morbidity and mor- 
tality. Along with these changes has come, too, 
uu increased susceptibility to infective diseases, 
such as poliomyelitis and to the commoner infec- 
tions as colds. There is too an increasing num- 


ber of complications, and an increasing number 
of crippled and deformed and the appearance of 


a number of new and unusual diseases. Medical 
care becomes more necessary. Greater attention 
is paid to this necessity and more discussion as 
the ability of the citizen to pay for this care since 
it increases so rapidly and the hardships attend- 
ant on providing it become greater in the average 
home, and for the average wage earner. 

Now many of the diseases mentioned in this 
list are infections. It will also be noted that 
rickets is the disease which is of chief interest 
to obstetricians and rickets is a disease of meta- 
bolism, really a failure to grow normal bones. If 
we assume that foods have been responsible for 
the bad condition in which we find ourselves then 
we must conclude that this failure is one which 
involves a decline in our infection fighting 
mechanism and also a failure in basic metabolic 
(not to be confused with basal metabolism) 
processes. No one will deny at the present time 
that around 75 per cent. of school children suf- 
fer from some degree of rickets. This is estab- 
lished by actual surveys. None will deny that 
rickets is a deficiency disease. This is an ac- 
cepted medical fact. 

So obstetric difficulties due to lack of normal 
bony development (rickets) are caused by food 
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deficiency in childhood. This is not speculation 
but cold, hard fact. It may be assumed that this 
part of the problem may be taken care of by 
attention to the factor involved—provision of the 
necessary quantity and quality of food and with- 
drawal of the deficient food which satisfies the 
stomach but warps and starves that basic archi- 
tecture of the body,—the bones. 

In those other morbidity and mortality factors, 
—bleedings and infections,—the attention which 
has been given to extrinsic factors has produced 
no favorable results. Fantastic rites carried out 
in some hospitals border on the ludicrous; shav- 
ing, scrubbing with vile smelling chemicals, oper- 
ating under tents, and profound debates as to the 
superior qualities of red paint or green paint or 
blue paint in exorcising and paralyzing the mi- 
croscopic invader from without. A few years ago 
a St. Louis obstetrician amazed the medical world 
by suggesting that perhaps the woman who be- 
came infected carried her own microorganisms 
around with her. A little later he demonstrated 
as one of the offenders an anaerobic streptococcus. 
While this was a step in the right direction this 
obstetrician did not follow the idea to its logical 
conclusion. While he recognized that a woman 
may carry a “strep” and become infected with it 
in an open wound, he apparently did not inquire 
why such a woman came to act as hostess to the 
streptococcus. He evidently considered this con- 
dition a matter of accident or of chance and de- 
voted his efforts to daubing the raw birth wound 
with whichever red or blue’ paint happened to be 
in favor at the moment. In Nature’s great plan 
for the propagation of the race mercurochrome 
and methyline blue were never considered. The 
important question is not, “does the women carry 
pathogenic germs around with her?” for all who 
are below par physically do carry such germs, 
but, “Why has a human animal been so reduced 
in vitality that he or she carries in the bodily 
tissues low grade pathogens which flare into ac- 
tivity on trauma?” 

An examination of factors involved shows that 
the women who come to grief in obstetrical ex- 
periences are those who have atypical and abnor- 
mal bony development and those who are below 
normal in regard to ability to resist infections. 
These women carry around with them chronic 
infections which light up in an acute way or they 
may be so reduced in vitality as to be unable to 
resist such accidental infections from without 
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which would be harmless for the average healthy 
woman. Those with rachitic history fall into the 
preventable class. Those with lessened ability to 
resist pathogenic invasion by their own or ex- 
ternal pathogens are also victims of food defi- 
ciency. A check-up on a group will always show 
a lack of vitamins or minerals or more often 
both. 

Vitamins confer maximum ability to resist in- 
fection. These chemical elements have a selec- 
tive action. Maximum benefits can only be ex- 
pected when all are present in satisfactory quan- 
tities. We have the so-called “protective group,” 
A, B, and C, but they are more protective when 
balanced with a proper amount of D. The pro- 
tective group will protect the bronchial and 
gastrointestinal mucous membrane, but if one of 
the group is missing or is present only in too 
small an amount the protective effect of those 
remaining will be lost entirely or very much 
impaired. 

Here is one of the stumbling blocks in evaluat- 
ing the benefit of vitamins in human feeding. In 
dealing with laboratory animals the diet is 
always carefully arranged so that the animal is 
known to receive all vitamins in proper amount, 


except that vitamin which is the subject of the 


experiment. In dealing with humans the other 
part of the diet exclusive of the element under 
consideration is usually disregarded, of course 
invalidating the whole experiment. This is 
well illustrated in the case of Hess (Journal 
A. M. A., Aug. 26, 1933) where he tested the 
effect of cod liver oil in a group of children in an 
orphan asylum in New York. Children taking 
the regular institution diet were compared with 
controls in the same institution taking the insti- 
tution diet plus fish liver oils. Institution diets 
are well known to be deficient in Vitamins B and 
C as well as A and D, so without proof that these 
other elements were present in proper amounts 
in the diets there could be no value in the experi- 
ment. The same principle was in evidence in the 
work done more recently by Shibley and Spies 
(Journal A. M. A., Dec. 29, 1934), in which 
they experimented with volunteer students allow- 
ing them to take any diet they wished, having 
no control whatever over the other elements of 
food intake. In this case the study was made in 
connection with colds and as might have been 
expected proved nothing except that the taking of 
one vitamin by persons subsisting on diets defi- 
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cient in other vitamins was of little help. If the 
other elements in the food intake were carefully 
checked so that it was known that the students 
used in the experiment received adequate quanti- 
ties of minerals and the other vitamins with 
properly balanced proteins and carbohydrates and 
fats then there might be some scientific evidence 
forthcoming as to the value of the single vitamin 
under consideration by varying its dosage up and 
down and comparing with controls. 

Lack of understanding of the subject as a 
whole leads to errors in prenatal feeding and con- 
sequent lack of resistance in the mother and 
lack of vitality in the infant. Today many 
mothers do not have milk and therefore do not 
nurse their babies. That this is a vitamin defi- 
ciency is proven by the fact that 70 to 80 per cent. 
of these women produce milk freely if given suf- 
ficient quantities of yeast or other foods rich in 
vitamin B. The constipation that afflicts the 
pregnant woman may also be relieved in most 
cases by Vitamin B containing foods, and cellu- 
lose. The caries which “take a tooth for every 
child,” does this because the calcium intake is 
insufficient and so the body metabolism robs bones 
and teeth in the mother to supply the needs of 
the child. These facts show that a vitamin defi- 
ciency and a calcium deficiency exist and there- 
fore in turn exists reduced ability to resist infec- 
tion. Vitamin C deficiency, affecting as it does 
the blood vessels, induces a readiness to bleeding. 
In these cases the walls of the small vessels lack 
integrity. Discolored spots under the skin pro- 
duced by relatively light trauma, which are small 
hemorrhages, are an early sign of C deficiency. 
The post partum bleeding, the intracranial and 
other forms of hemorrhage in the infant are 
symptoms of the same dietary disease. The gen- 
eral deficiency reduces the elasticity of tissues 
and produces a tear when the enlarged head of 
the rachitic infant passes through the cervical 
canal. 

On this tear modern medicine bases the local 
etiology of cancer of the uterine cervix. Cancer, 
however, is associated with a later stage of the 
deficiency states under consideration. Experi- 
ence and therapeutic application have shown 
plainly that starvation for vitamins A, B and C 
is common among pregnant women. A calcium 
deficiency is also known to be practically univer- 
sal and has been described very well by Bernheim 
(Journal A. M. A., April 1, 1933). Supplying 
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calcium in these cases does no good without vita- 
min D as without this vitamin the calcium sim- 
ply passes through unused. 

There is practically no vitamin D in diets as 
commonly used except a small quantity in butter 
fat and eggs in late spring and mid-summer. In 
the darker months the average diet is absolutely 
without a trace of vitamin D. In England three 
years ago Mellanby and Green experimented 
with large doses of vitamin A in connection with 
the prevention of puerperal infection and as a 
curative measure after the disease had become 
established. Although the results were startling 
in their proof of the value of such medication, 
very little attention was paid to the work. The 
experiments were carried out with the earlier 
mentioned handicap, lack of attention to other 
protective elements in the diet. Had proper at- 
tention been given to mineral intake and B, C, 
and D intake in the same patients the results 
would have been better and the work might have 
attracted more widespread attention. (Journal 
A. M. A., January 31, 1931 Edward Mellanby; 
Diseases Produced and Prevented by Certain 
Food Constituents. ) 

In the work of Mellanby and Green as de- 
scribed in this article, twenty-two cases of puer- 
peral fever showing positive blood cultures for 
hemolytic streptococci without vitamin feeding, 
on ordinary treatment, had a mortality of 20 or 
92 per cent. A group of fourteen similar cases 
with positive blood cultures but with one showing 
bacillus coli in the blood and two showing staphlo- 
coccus had but four deaths or a mortality of 28.6 
per cent. 

As an example of careful scientific animal 
work we may cite the experiment of Mellanby 
and Green as described in The British Journal of 
Experimental Pathology, April, 1930, in which 
they worked with rats to determine the protective 
qualities of carotine, (Pro-vitamin A). With 
the animals on basic diets which contained all the 
vitamins and salts in proper proportions the 
groups were fed on varying doses of carotine, the 
first group having none. It was found that not 
only did the rats on deficient quantities of caro- 
tine develop infections but the protective effect 
was in proportion to the increase in the dosage 
and the infections found at autopsy in the rats 
were the same as the common infections in man; 
lur.g infections, genitourinary infections, mastoid, 
tonsil, middle ear and sinus infections. 
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The great mass of work done in universities all 
over the world shows this to be true: that A and 
pro-vitamin A have a protective effect as regards 
infections. There is no evidence against this ex- 
cept in the cases of such badly controlled experi- 
ments as have been mentioned. 

In a survey made by the New York Academy 
of Medicine recently the disease and deaths sus- 
tained by mothers in childbirth were shown to be 
practically in the same proportion in all classes 
of society. They divided the cases into 1. the 
wealthy class, 2. the white collar class, 3. the 
slums. The fact that all three classes experienced 
about the same per cent. of infections and deaths 
showed that the error causing the trouble was one 
which affected all classes of society and from 
which hospitalization and expert obstetrical at- 
tendance did not exempt. The only hygenic 
error which is so widespread is the error involved 
in deficient diets. All classes consume too much 
refined sugar, and too much refined flours. These 
two deficient foods are deficient in calcium and 
other minerals, and in all vitamins, though con- 
stituting from 80 to 90 per cent. of the calory 
intake of rich and poor alike. The result is in- 
crease of all diseases involving infections, both 
acute and chronic, and in the bone and brain 
deformities that come with rickets. 

An ideal diet should be one containing 90 to 
100 per cent. vitamin containing foods. Actual 
diet in the average civilized home contains about 
5 to 10 per cent. vitamin containing foods. As 
vitamin B and C are destroyed by cooking, as also 
in some degree, is vitamin A, practically all civ- 
ilized humans are acutely in need of these food 
elements. Houses and clothing shut off the sun- 
shine so all are more or less in need of D. 

That vitamin having the most widespread dis- 
tribution is B2 or G. As it is contained in meat, 
milk and eggs and as it goes through cooking 
temperatures without change it was formerly sup- 
posed that a scarcity of this element did not exist 
in average diets. Sherman, however (Journal 
A. M. A., November 14, 1931, Some Recent Ad- 
vances in the Chemistry of Nutrition), has 
shown that there is a very grave deficiency exist- 
ing in connection with vitamin G in all civilized 
countries. Sherman calls attention to the well 
known effects of G in preserving the health of 
the skin and the gastrointestinal mucous mem- 
brane and to the fact that a lack of G predis- 
poses to the changes incident to old age and 
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states that premature ageing may in some cases 
perhaps be deferred by an abundant supply of G 
in the diet. 

The question arises, “Why are average diets 
lacking in vitamin G@ if it exists in the more 
common foods and if it survives cooking tem- 
peratures?” The answer is that refined carbohy- 
drates in the diet furnish relatively such a large 
part of the calory intake that all vitamins, as 
well as salts, are reduced to a dangerously low 
level. This level is so low that even the most 
widespread and permanent vitamin, G, is pres- 
ent in starvation amounts. The “optimum” 
amount of any vitamin is several times the “min- 
imum” amount and that there is practically no 
“maximum” amount. In the case of fish liver 
oils, however, there may be associated toxic 
products which may in very large doses produce 
bad effects. Vitamins and salts are simply 
crowded out of the average diet by the non-vita- 
min, non-mineral, high energy, high calory, re- 
fined carbohydrates. On this deficient dietary the 
average American woman comes into her preg- 
nancy. This is the condition in which she ap- 
proaches motherhood. In such a sick deformed 
woman the pain incident to the normal physio- 
logical process of maternity is considerably 
greater than in the normal healthy well fed 
woman. For the alleviation of this pain this sick 
woman must have some kind of anesthetic. This 
is carried into the blood of the baby causing him 
to take on yet another handicap in his struggle 
for existence. 

A study of food consumed in a large American 
city should show relative “protective food” 
values. Values here set forth are practically the 
same for all American cities: The per annum 
food supply of the city of New York given by the 
Food and Drug Bulletin is: “White flour and 
white bread three billion pounds; sugar, one-half 
billion pounds; pork, beef, fish, poultry and lard, 
one billion pounds; white potatoes, one-half 
billion pounds.” Of these foods potatoes contain 
vitamin C, which is practically all destroyed in 
cooking. Fish and meat contain G, but this 
vitamin is not one of the protective group so may 
be of little account in combating infections. So 
in this five billion pounds of food there is prac- 
tically no vitamin protection, and with the excep- 
tion of the potatoes very little minerals. Against 
these non-vitamin, non-mineral foods we have 
Vitamin containing foods as follows: bananas, 


DANIEL THOMAS QUIGLEY 343 


grapes, oranges, apples, and other fruits and 
vegetables, rye, eggs, and butter, addding up to 
one and one-half billions of pounds. 

If we subtract the rye which is used de-germ- 
inated, and the amount of apples which are eaten 
cooked, we have around one and one-quarter bil- 
lion pounds of vitamin and mineral containing 
foods or around only 20 per cent. of the entire 
intake, In the actual test of clinical practice of 
men making a study of this problem, (published 
reports of Lovell Langstroth, Seale Harris, the 
authors and others) good results do not become 
apparent until vitamin feeding is brought up to 
around 80 per cent. of vitamin containing foods, 
and further increase in the percentage of high 
vitamin foods produces better results. If we in- 
clude milk in the above it will change the figures 
materially as the amount used is approximately 
one and one-half billion pounds, but as it is 
around 90 per cent. water it can not be compared 
with solid foods; and as milk contains only a trace 
of vitamin B and its vitamin C is mostly removed 
in pasteurizing, its A is very diluted and its D is 
present for only a few weeks in summer, milk can 
not be depended on as a high vitamin food. The 
principal value of milk is as a carrier of calcium. 

If we have come into bad times in the field of 
obstetrics on account of errors in diet which have 
crowded in refined carbohydrates and have 
crowded out mineral and vitamin containing 
foods, then it would seem that the proper and 
right course to pursue would be to refrain from 
the deficient foods and to feast on the normal 
foods which Mother Nature has prepared for us 
and which have preserved our bodies and minds 
through thousands of generations of evolution, 
involving stress, strain and struggle, but which 
has set us above all other creatures of the animal 
world. Spectacular improvement may be observed 
in cases of chronic disease such as cardiovascular 
disease and gastrointestinal disease by high vita- 
min feeding, but in obstetrics we have a different 
problem. Here we must deal with bony changes 
which have developed from early youth and which 
are not reversible. The narrow pelvis female will 
never become normal. Solution of the problem is 
not altogether in this present generation. Proper 
care of growing girls today will result in better 
mothers in from twenty to thirty years hence. 
Persons who fail in this respect will find more 
misery and more need for the obstetrician as time 
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goes by until Nature in her endless task of elim- 
inating the unfit makes reproduction impossible 
in that particular line. This applies only to the 
bone changes (rickets) which through the years 
have been making childbirth more and more 
difficult. 

As regards the other morbidity and mortality 
factors, help is more immediately at hand. A 
basic diet which contains for the pregnant woman 
two quarts of buttermilk or whole milk per day 
with one or two ounces of yeast per day and a 
pound of raw fruit or vegetables and three tea- 
spoonsful of codliver oil will give her calcium 
and vitamin protection which will safeguard the 
bones and teeth of the unborn baby and the 
mother against deficiency bleedings and defi- 
ciency infections, The uterine tissues are more 
elastic under such a diet, and as the coming baby 
is non-rachitic the head is smaller. This tends 
to childbirth without tears or pathological bleed- 
ings. The local cancer etiology is absent. 

Persons on deficient diets acquire many and 
diverse localized chronic infections which feed 
microorganisms continuously or intermittently 
into the blood stream and organs. Organs and 
glands are stimulated or depressed according to 


the dosage and the chemistry of the offending 


toxins. This leads to some of the bizarre func- 
tional and organic endocrine disturbances of 
pregnancy. If proper diet is to exert its maxi- 
mum protective effect all foci of infection must 
be eradicated as while better physical health will 
be noted the entrenched fortifications of the 
enemy will not be carried by a return to normal 
diet alone. This applies particularly to infected 
gums and teeth, infected tonsils, diseased gall 
bladders, colitis, diseased sinuses, diseased cervi- 
cal canals and genitourinary infections. 

It has been determined that forms of poly- 
neuritis in pregnancy are amenable to treatment 
with yeast or other carriers of vitamin B. Pro- 
gressive physicians are so treating these cases. 
The interpretation is that the disease is a B defi- 
ciency and that B feeding is all that is called for 
in the treatment of the patient. The facts of the 
matter are however quite different. There is in 
these cases a general vitamin and mineral defi- 
ciency with the B starvation giving the predom- 
inant symptoms. The treatment should be a diet 
which contains an abundance of other vitamins 
as well as vitamin B and minerals. 
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The error encountered is the most common 
error in modern dietary science. Physicians be- 
come sold on the beneficial effects of one thera- 
peutic measure, . . . cod liver oil, yeast, mineral 
mixtures, whole grains, citrus fruit juices, or 
leafy vegetables and disregard other elements 
most necessary in a properly balanced diet. Ad- 
ministration of viosterol or fish liver oils to preg- 
nant women without paying any attention to 
calcium intake is common. This provides vitamin 
D with the power of mobilizing calcium but as it 
provides no calcium to mobilize it invades and 
robs whatever stores the mother may have in her 
teeth and bones leaving her with thin fragile 
bones which subsequently become fractured on 
relatively light trauma. 

Fractures have assumed a major position in 
medical literature during the last two decades. 
Fractures of small bones such as fingers and toes 
and of arms, legs, ribs, vertebrae, and skulls have 
increased and have healed in a less satisfactory 
manner. The subject has been of special investi- 
gation by both the College of Surgeons and the 
American Medical Association. 

In the reports from both of these organiza- 
tions the emphasis has been put on bettering 
anatomical knowledge and producing better me- 
chanical support for the injured member. Yet 
no attention has been given to preventive mea- 
sures looking to the growing of better stronger 
bones which might compare favorably with the 
bones of our great-grandfathers or with the bones 
of other animals. 

In considering the diets of pregnant women, 
attention should be given to one mechanical fac- 
tor usually overlooked, that involving bulk or 
roughage in the food intake. The normal me- 
chanical stimulant to intestinal epithelium is 
undigested meat fiber and cellulose. In the case 
of the average woman there is a lack of nerve 
tone and normal secretions in the gut due to lack 
of vitamins and minerals but there is also a lack 
of that mechanical stimulation which through 
our whole period of evolution has induced peris- 
taltic action. 

Three things necessary are 1. good healthy 
nerve and muscle tone; 2. normal secretions from 
the mucous membrane of the intestine, and 3. 
bulk or roughage which produces the normal 
stimulus. Absence of all three of these necessary 
factors in a greater or lesser degree is why the 
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modern woman has been defined as “a constipated 
biped with a backache.” 

Requirements for a return to normal, so far 
as the child bearing woman of today is con- 
cerned, are mainly dietary, and involve daily 
feeding of all of the vitamins and of minerals 
with a sufficient amount of cellulose and other 
roughage to promote natural bowel function. 

During the next few generations those who 
by design or accident best fulfill these require- 
ments will survive and continue to procreate their 
kind. Those who allow their perverted tastes to 
lead them to the unwise consumption of slimy 
sweets and refined nitrited flours of the modern 
confectioner, baker and miller will struggle 
through a few medically assisted obstetrical ex- 
periences passing on weakness instead of strength 
to the succeeding generation until that particular 
biological line is exterminated. 

Practical application of scientific knowledge 
is important. Humans even of the so-called civ- 
ilized nations live mainly by their emotions 
rather than by their reason. Basic causes of 
things and evolutional trends of thought concern 
the average doctor very little. He removes a 
diseased tonsil or appendix with great skill and 
finger dexterity but he does not inquire why the 
tonsil or the appendix became diseased or why 
such a disease is so common, showing skill and 
training in the lower brain centers but a lack of 
functional activity above the ears. In a bad 
thinking world doctors are our best thinkers but 
they fall far short of what they should be when 
it comes to the practical application of available 
scientific knowledge. The average doctor know- 
ing all the necessary basic facts regarding foods 
will consider his duty done when he arranges a 
proper diet for his child bearing woman a couple 
of months before her confinement when in order 
to put up her best fight against her ever present 
enemy, infection, she should not only be pro- 
tected during her whole term of pregnancy but 
during the period between pregnancies and in her 
girlhood when her endocrines are being built up 
and her bones being formed. 

We have heard a good deal about the “super- 
man” and his coming. He will never arrive un- 
til we first have a “superwoman” to give him 
proper birth and proper nourishment. 

Medical Arts Bldg. 
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THE PRESENT STATUS OF OCULAR 
SURGERY 


Oscar B. Nucent, M. D. 


From the Ophthalmic Department of the Chicago Eye, Ear, 
Nose and Throat Hospital 


CHICAGO. 


Generally speaking, ocular surgery of today 
may be said to be at its highest peak of develop- 
ment, yet we find many operations in use today 
which were described many decades ago, although 
most of them have been modified and improved 
thereby widening their fields of usefulness. On 
the other hand many newer operations comple- 
menting and even supplanting these older opera- 
tions are being described for similar conditions, 
and these newer ones will probably be in use for 
several decades to come. 

Yet, with all the modern instruments and new 
physical agents which have been added to our 
armamentarium, we find eye conditions which are 
baffling from a surgical as well as from a medical 
standpoint, despite the fact that hundreds of 
research workers are devoting much time to these 
perplexing problems. We are still groping in the 
dark along some lines, but still hoping that out 
of continued effort will come a solution, surgical 
or otherwise. 

In preparing this thesis, the author has been 
guided by a digest of the literature on the sub- 
ject, published within the last two or three years, 
supplemented by his own practical experiences 
in this country and his research work along this 
line in Europe and India. 

Anesthetics: Many new local anesthetics of a 
synthetic nature have been brought out in recent 
years to displace the use of cocaine, and recently 
a new anesthetic has been described which takes 
the place of a general anesthetic. It is called 
avertin and is administered per rectum. The 
dosage is from 0.06 to 0.09 gram per kilo of 
body weight. A quarter of morphine is given 
an hour before the operation and the avertin is 
administered a half hour before. This produces 
a narcosis which lasts from one-half to two 
hours.?? 

Ulcer of the cornea: Paracentesis of the cor- 
nea for impending perforation of a deep ulcer 
has been practiced many years, and the idea has 
been brought up to date by the use of the tre- 


Read before the joint Session of Illinois State Medical So- 
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phine® recently described for the treatment of 
serpiginous ulcers. A very clever method for the 
surgical relief of serpiginous ulcers has been set 
forth in an article on delimiting keratotomy in 
the path of the oncoming ulcer.* 

The author has used the paracentesis idea by 
cutting the cornet at the bottom of the ulcer and 
placing a conjunctival flap over it in cases of 
impending perforations. 

Cataract: At present our attention is focused 
on the comparative value of the extracapsular 
versus the intracapsular operation.’ While there 
has been a turn toward the intracapsular opera- 
tion in the minds of most of the more outstand- 
ing eye surgeons, we find that still many surgeons 
adhere to the extracapsular method, most of them 
with their own modifications,® both in this coun- 
try and in Europe.’ The intracapsular operators 
are practically divided into three groups: Those 
still doing the Smith operation; those doing the 
vacuum method; and those who are extracting 
the lens by means of forceps. Of the three 
groups, the latter is the most numerous. 

The removal of a cataractous lens by the 
vacuum method has its advantages in that fewer 
capsules are broken than in any other manner. 
Its disadvantage lies in the requirement of con- 
siderable machinery and preparation to do the 
work. The technic has been modified by differ- 
ent operators,***° but the operation will proba- 
bly not become very popular among a large group 
of ocular surgeons until the machinery and its 
technic have been ‘greatly simplified. This has 
been done to some extent.’*?* In the opinion of 
the author this is the best operation yet described 
for the removal of cataract. 

Extraction of the lens in capsule by means of 
forceps has become quite popular with the 
ocular surgeon throughout the world because of 
its simplicity. Only one special instrument is 
required and that is the special type of capsule 
forceps which the individual operator prefers." 
There should be no difference in the final results 
whether a cataract has been extracted by the 
vacuum method or removed by the use of a for- 
ceps.** 

Fewer capsules are broken by the vacuum 
method than by the use of forceps.7* It would 
appear that the percentage of broken capsules 
which is, at best, about 40% with a forceps de- 
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livery has already been reduced to its mini- 
mum.,?®17 

It is the author’s opinion, based on personal 
experience and a study of the tabulation of the 
various cataract operations that are presented in 
the literature,'***?° that the intracapsular opera- 
tion is by far the best type of operation to pro- 
duce the best results. 

The removal of a senile cataract by means of 
the diathermy or high-frequency current which 
coagulates the lens causing it to adhere to the 
applicator or electrode** has recently been de- 
scribed** but so far it is not indicated that it will 
be a popular form of cataract extraction. 

Most operators use a cataract knife for the 
incision which is pretty generally made in the 
same way. Seven years ago in Marseilles, France, 
an operator demonstrated to the author a pecu- 
liar type of incision which I believe is worth 
mentioning here and it has recently been de- 
scribed in literature,?* and that is the use of two 
keratomes, cutting away from one another in 
making the incision. 

The usual method of closing the wound after 
a cataract operation is by suturing the conjunc- 
tival flap back to its proper position. Some, 
however, prefer different types of closure. 

The corneal conjunctival suture** seems to 
have reduced the degree of astigmatism, common 
after cataract extraction. There are other types 
of wound closure which have been described as 
having brought better results,?> while some pre- 
fer using the conjunctival bridge alone or with 
sutures.*° 

Contact glasses have been used following a 
cataract operation®’ and after plastic surgery of 
the cornea** with apparent good results. The 
fitting of contact lenses is a simple procedure 
after one has mastered the technic.?® The use of 
contact glasses will probably be limited to ex- 
treme cases as the wearing of them is not entirely 
without some discomfort. 

Detached Retina: The greatest of the more 
recent operative procedures coming to our atten- 
tion have been the various operations growing 
out of the idea of cauterizing the hole in the 
retina for its detachment. This was described 
many years ago but of recent years has been put 
into practical effect by an oculist in Switzer- 
land.*° It is said :*! “Whatever may be the final 
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judgment of Gonin’s operation, it has brought 
hope to the profession.” 

From the Gonin operation for detached retina 
there has developed the Guist operation. In this 
operation the reattachment of the retina is ac- 
complished by cauterizing it with chemical after 
the sclera has been trephined.** It would appear, 
however, that better results have been obtained 
from a more recent tye of operation for de- 
tached retina—the electrocoagulation of the 
choroid,** and according to the literature,*° it 
would appear that this is the most popular oper- 
ation for detached retina.*® 

The Walker method consists of cauterizing 
with individual needles which are left in until 
the operation is completed,** and this is the 
author’s operation of choice because of its excel- 
lent results. Gonin has reported good results 
with this newer type of operation.** 

Electrosurgery: One of the later methods of 
cutting is the so-called electrosurgery. It has 


been adopted by the general surgeon as well as 
the special surgeon, including the eye surgeon,*® 
and it has proven to be of great value in certain 
diseases of the lids and adjacent parts. 

Foreign bodies: The removal of intraocular 


foreign bodies through the anterior segment of 
the eye, as described by Haab, forty-two years 
ago, is still the operation of choice.*° There is 
danger of detachment of the retina if the foreign 
body is removed diasclerally.42 But in case it is 
necessary to remove the foreign body in that 
manner, it has been the author’s custom to cau- 
terize the retina at the point where the foreign 
body is taken through it, after the fashion of 
Gonin’s operation for detached retina. 

Glaucoma: Each operation, described and 
used by the different operators for the relief of 
glaucoma in its various stages, has its merits, 
and in order to secure the best results, it is neces- 
sary that the operator be well versed in the tech- 
nic of the operation he is using.*? 

The operations most commonly described and 
used for glaucoma are: the iridectomy; the 
Elliot trephine of the scleral-corneal margin, 
which was described and performed in America 
22 years ago by Col. Elliot, of England, and is 
yet the operation of choice by many outstanding 
ophthalmologists ;** cyclodialysis,** introduced by 
Heine in 1906;** the iridosclerotomy or La 
Grange operation, still being used by many; the 
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iris inclusion operation, or what is called the 
iridotosis operation and strongly advocated by 
some.** The author prefers the latter operation 
for glaucoma simplex. 

An operation, combining all the advantages of 
the various filtrating operations for glaucoma, 
was originated by Mausch. Much of value has 
been claimed for this operation.** It would be 
difficult to say which is the operation of choice. 
The iridotosis is closely adhered to by some ;*® 
the trephine by some ;*:"? while still others pre- 
fer iridectomy. 

Keratoplasty: The possibilities of substituting 
clear cornea from one eye, freshly enucleated, for 
scar tissue on another cornea which obliterates 
the vision, has been the subject of much inten- 
sive research and experiment for many years. 
Recent experimentations, however, have given 
some hope.*? Transplantation of the cornea was 
successful in 35% of the cases in experiments 
with animals. 

Other operations on the cornea, such as re- 
moval of scars from corneas which are free from 
infections, have been described and performed 
with success.** The author has been using a 
method for removing the scar by excision and 
treating the eye three or four times daily with 
ultraviolet until healthy epithelial cells have 
been well established over the denuded area. 
This has given ideal results. 

Transplantation of the cornea by using a con- 
junctival flap has also been reported successfully 
performed.** 

Pterygium: Pterygium has recently been re- 
moved or its growth arrested by electro-coagula- 
tion but the operation of McReynolds still seems 
to be the operation of choice, and a description 
of this operation was recently abstracted from 
the Russian Literature.® 

Evisceration and Enucleation: Whether to 
eviscerate or enucleate, when an eye must be 
removed, is quite a personal problem.** Some- 
times enucleation is performed where eviscera- 
tion might possibly have proven better, but the 
eye is required for laboratory purposes. In 
evisceration the use of some type of sphere of 
glass or gold, or the bone spheres of Guist are 
recommended.** 

When the latter operations are successful, they 
are ideal, as they give more of a natural move- 
ment to the artificial eye. Much can be and has 
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been said concerning the proper operation with 
reference to the use of an artificial eye following 
such an operation.** 

Plastic Surgery: With our present high stand- 
ard of sepsis and improved suture material, 
plastic surgery and ocular repair have reached 
quite a high state of perfection.*® Commend- 
able work has been done on the necessary repair 
of injured and otherwise distorted lids.®° 

Ptosis: Many operations have been described 
for this stubborn condition in years gone by, 
some of which are still in vogue. The author 
has had some very satisfactory results with the 
Machek operation.** A method of correcting 
ptosis by the use of muscle fascia has been re- 
ported® with good results. 

Myopia; The removal of the crystalline lens 
from a myopic eye, especially when the lens is 
not cataractous, seems to be quite a radical 
move; however, this is perfectly justifiable from 
the results that have been obtained in this pro- 
cedure. 

More of this type of operative work is being 
reported in the literature.** The complication 
that the ophthalmic surgeon dreads and rather 
looks for in this instance is detached retina, but, 
as has already been said, recent advances in the 
technic and results of the operation for detached 
retina have given us more hope in coping with 
this complication. 

Strabismus: There are three surgical prin- 
ciples upon which strabismus can be corrected ; 
the shortening of the muscle on the deficient 
side; lengthening the muscle on the other side; 
of the use of another. muscle in the form of trans- 
plantation. 

The old method of shortening the muscle on 
the deficient side is to advance it or sew it up 
further on the eyeball, thereby giving it a better 
purchase upon the globe; but a clever way of 
shortening the muscle is by sewing a tuck in 
the muscle, and this operation has gained much 
favor in the last few years. An ingenious way 
of forming tucks in a rectus muscle has recently 
been described.** It is accomplished by looping 
the dividend strands of the rectus muscle around 
a non-absorbable material, which is later re- 
moved. Different operators describe various 
methods of performing the tuck.®* 

Tucking is recommended by some® as being 
the safe operation for this condition. A 





April, 1935 


method of cutting out a piece of the muscle and 
attaching the muscle back to the eyeball® has 
recently been described. 

Setting the strong muscle back on the eyeball 
to lessen its activity, known as the recession op- 
eration, is not a new operation but has received 
somewhat of a revival in recent literature,” and 
the only point of difference among operators who 
use this technic seems to be in the manner in 
which the muscle is attached to the eyeball.”:72 
The author much prefers this latter operation 
and has used it for several years with good re- 
sults. 

Surgery of the lacrimal sac: Cases of puru- 
lent dacrocystitis are best dealt with by either 
removing the sac or by some form of drainage 
into the nasal space. Perhaps for general con- 
sideration, the extirpation of the sac is by far 
the best. There are, however, some cases which re- 
spond very satisfactorily to nasal drainage. This 
type of drainage can be accomplished by reach- 
ing the sac by two different routes: The ex- 
ternal route (Toti operation or some of its modi- 
fications), and the nasal route (The West-Polyak 
operation). 

Operations by the external route™"* are 
usually done under considerable difficulty be- 
cause of the excess flow of blood from the various 
small vessels which cannot be successfully 
clamped. This can be nicely taken care of by 
using a blood suction canula’® which carries 
the blood away from the field of operation. A 
dextrous operation is that performed on the 
nasal duct.”* This is quite an old operation 
described in 1893. 

One of the newer operations is the trans- 
plantation of the lacrimal’? sac which has been 
reported as giving good results. 

Summary: It is the opinion of the author, 
after several trips to Europe visiting most of the 
large eye clinics there, and two research trips to 
India, that ocular surgery today is at its high- 
est. It is not the author’s intention to convey 
the idea that the surgeons of the present day 
are superior in their work to those of yesterday, 
but on account of the vast amount of literature, 
describing practical and research surgery the 
surgeon of today can gain a wider, better knowl- 
edge of what is going on in the surgical world 
than was possible in years gone by. 

The most outstanding advances in ocular 
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surgery have been in those operations recently 
devised for detachment of the retina, and the 
trend of the ocular surgeon toward the intra- 
capsular extraction for cataract. Too, perhaps, 
the recent operation for the relief of lacrimal 
sac affections. 

New Instruments and Appliances: A simple 
mention, without comment, will be made here of 
new instruments and appliances which have re- 
cently been described for use in ocular surgery. 

Guist bone spheres to preserve the contour of 
the eyeball after evisceration."® 

Stanculeaue-Torok-Elschnig’® forceps for the 
removal of senile cataract in capsule. 

The author’s cataract utility forceps; su- 
perior rectus pick-up forceps;** and the oral 
valve and modified Green suction cup,*? for the 
more efficient control of vacuum in the vacuum 
method of removing cataracts. 

Fisher’s new suction®* pump for vacuum cata- 
ract extraction. 

Castroviejo’s twin knives for keratoplasty ;** 
and knife for ophthalmic surgery.*® 

Hosfords’ and Hick’s two improved instru- 
ments for use in the O’Connor cinch shortening 
operation.*® 

Smukler’s cul-de-sac forceps.** 

Kirby’s blood suction cannula for use in 
lacrimal sac surgery.*® 

Banner’s enucleation snare.*®° 

Verhoeff’s instrument to simplify the in- 
sertion of corneo-scleral conjunctival sutures.°° 

Ebert’s new suture forceps.** 

Dimitry has made a new vacuum grasping in- 
strument for demoval of cataract in capsule. 

Wilmer and Price have a new retractor for the 
Kronlein operation.* 

Robertson has another O’Connor instrument, 
the simple suture needle for the O’Connor cinch 
shortening muscle operation.** 

Jameson describes the Schaaf forceps for the 
removal of foreign bodies in the eye.* 

Green has described a new automatic trephine 
instrument. 

Edwards has described a new modified cataract 
knife.°? 

Ponton 
rack,98 

McCool has added a needle to the end of the 
Various types of capsule forceps.” 


describes a new metal instrument 
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Cruichshank has described a new lid clamp 
for lid operations.” 

Schwartz has invented a new tip for the new 
electro magnet.? 

Stieren describes a new sclertome.’” 

Spaeth describes a new needle holder for cata- 
ract surgery. 

Spears describes a new instrument for the 
shortening of an extraocular muscle.’ 
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THE BENIGN MELITURIAS 


Tuomas D. Masters, M. D. 
SPRINGFIELD, ILL. 


The significance of a reducing substance in 
the urine should always be determined accurately 
and as promptly as possible so that the patient 
may be saved unnecessary treatment or delay 
in the treating of true diabetes. In clinical 
practice the recognition of saccharin urine is 
accomplished by the use of the -various copper 
tests. There are four groups of conditions in 
which the urine may produce a positive qualita- 
tive test with these solutions. First—Mucin and 
glycuronic acid are occasionally present in suffi- 
cent quantity in the urine of healthy individ- 
uals to reduce Benedict’s solution. These sub- 
stances as well as uric acid and creatinin in 
concentrated urine will give a positive reaction 
with both Fehling’s and Haines’ solutions. 
Second—The elimination products of certain 
drugs such as chloral hydrate, chloroform, 
copaiba, acetanilid, benzoic acid, morphin, sul- 
phonal, acetylsalicylic acid and the salicylates 
when present in unusual concentration will also 
give a positive test. Other drugs by means of 
entirely different actions will produce the same 
result. These are curare, phloridzin and epine- 
phrin, 

Certain constitutional disturbances may cause 
a melituria. About 20% of cases of primary 
hyperthyroidism are associated with glycosuria 
frequently difficult to distinguish from that of 
true diabetes. 
gigantism (eosinophil adenoma of the anterior 
lobe of the pituitary) is in many instances in- 
distinguishable from that of true diabetes. Five 


ee 
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The glucosuria of acromegaly or‘ 
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of the twelve cases of pituitary basophilism 
(basophil adenoma) recently described by Cush- 
ing were characterized by a melituria. Injury 
to the brain following trauma, hemorrhage and 
infectious processes is frequently associated with 
glycosuria. The famous sugar-puncture experi- 
ment of Claude Bernard demonstrated a center 
for carbohydrate regulation in the medulla 
oblongata and the work of Aschner, Bailey and 
Bremer and others shows that it is highly prob- 
able that similar centers are located in the 
hypothalamus, corpus striatum and perhaps the 
cerebellum. 

Alimentary glycosuria implies the false as- 
sumption that upon taking a larger amount of 
sugar than just sufficient to cause glycosuria all 
the surplus sugar would pass into the urine. 
The accurate work of Woodyatt shows that the 
more sugar taken the more is retained and 
utilized by the non-diabetic individual. I believe 
that these instances of so-called alimentary 
glycosuria are simply low-grade renal glycosuria. 
I have placed three normal individuals on diets 
sufficiently high in carbohydrate to produce 
nausea and vomiting without causing glycosuria. 
But in response to the glucose tolerance test 
there does seem to be a group of cases that might 
be called alimentary hyperglycemia. Here the 
blood sugar concentration rises rapidly to ab- 
normal heights and then promptly returns to 
a normal level. This response is often seen in 
hyperthyroidism and it appears to be due to a 
delay in the carbohydrate storage and utilization 
mechanism. 

About 90% of pregnant women show traces 
of sugar in the urine sometimes during gesta- 
tion. The glycosuria may become manifest dur- 
ing the first month and usually disappears after 
fasting. The condition is scarcely to be distin- 
guished from renal glycosuria. Lactose is rarely, 
if ever, found during gestation but may appear 
in the urine during lactation. The frequency 
of a simple glycosuria during pregnancy makes 
the diagnosis of the rarer case of true diabetes 
But the cause of the melituria 


more deceptive. 
should be definitely established because of the 
devastating effect of pregnancy upon diabetes 


mellitus. Nor should the effect of dietary re- 
striction upon the glycosuria of pregnancy be 
minimized for in this condition a fasting acid- 
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osis even to the point of toxic symptoms may be 
easily produced. 

The effect of disturbed emotional states on 
diabetes is well known. Benign and transient 
glycosurias have also been observed following this 
type of stimulation in non-diabetics. Schultze 
and others have reported cases of mental disease 
in which the amount of glycosuria is dependent 
upon the degree of depression, being greatest in 
the fear psychoses. Bohn and Hoffmann have 
shown that both hyperglycemia and glycosuria 
may be produced by pain. Cannon and others 
have clearly demonstrated that excitement and 
fear cause glycosuria in cats. It is dependent 
upon hyperglycemia due to stimulation of the 
adrenals secondary to splanchnic stimulation and 
does not occur in adrenalectomized cats. 

The fourth group of conditions which may 
complicate the diagnosis of diabetes by the fact 
that they produce a positive test with the copper 
solutions includes the physiochemical anomalies 
in which sugars other than dextrose are excreted 
in the urine. The usual reagents do not dis- 


criminate between glucose, lactose, levulose, the 
pentoses or other reducing carbohydrates present 


in normal urine. When more than thirty grams 
of lactose is ingested it is apt to appear in the 
urine and the lactosuria of lactating women 
shows how completely unassimilable this poly- 
saccharide really is. In infants lactose is broken 
down into glucose and galactose but in adults 
there is a dimunition of this function. Levulo- 
suria may occur after this sugar has entered the 
body through the alimentary tract. There is a 
special alimentary levulosuria occurring in the 
presence of pathology of the liver parenchyma, 
such as hepatica cirrhosis, catarrhal jaundice, 
etc., which has been applied as a test for hepatic 
function. The true chronic levulosuria is prob- 
ably due to a lowered renal threshold specific 
for fructose and occurs when this sugar as such 
or as a constituent of other carbohydrates, for 
example, sucrose, is taken up in the food. Ali- 
mentary pentosuria is said to follow frequently 
the ingestion of large amounts of fruit but 
chronic “essential” pentosuria occurs very rarely. 
Marble reports but three cases among 9,000 
consecutive cases of melituria. Following ordi- 
1ary mixed meals there is an increase in the 
sugar elimination. This glycuresis is thought to 
be due to foreign, partly or wholly unusable, 
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carbohydrate materials present in various foods 
or the artificial decomposition products result- 
ing from cooking or canning. The escape of 
such miscellaneous carbohydrates into the urine 
of course has nothing to do with the main carbo- 
hydrate metabolism but sensitive copper reagents 
may be reduced by these sugars and they should 
be recognized. Insulin has no effect upon them. 

Renal glycosuria is a condition bearing a va- 
riety of titles such as, renal diabetes, diabetes 
innocens, orthoglycemic glycosuria and many 
others. Likewise it is variously defined. Joslin 
has set up an arbitrary standard demanding 
among other things that the urine must always 
contain glucose. Thus he includes-only the cases 
in which the renal threshold is well below the 
level of the fasting blood sugar. I believe that 
the diagnostic criteria of renal glycosuria may 
be simply expressed as follows: 

1. A glycosuria in which the concentration 
of glucose represents a constant per cent. of the 
glucose content of the diet. 

2. Normal blood sugar levels in the presence 
of glycosuria. By the first is meant that the 
ingestion of increasing quantities of glucose 
may be accompanied by increasing quantities of 
sugar in the urine but regardless of the intake 
there will be no sharp or sudden break in the 
excretion curve. Of course, the renal glyco- 
suric must be able to store and utilize carbo- 
hydrates normally as demonstrated by the res- 
piratory quotient and there must be no pro- 
gression towards true diabetes at any time. 

The 
greatly depending upon the definition and the 
degree of care with which suspected cases are 
studied. In this country it is considered to be 
rare but in Scandinavia where the subject has 
been most intensively studied it is by no means 
uncommon. Falta in Vienna reported 85 proved 
cases seen in his clinic between 1922 and 1930. 
In the past three years I have seen eleven cases 
exclusive of the glycosurias of pregnancy. Seven 
of these had previously been treated or were 
suspected of having diabetes mellitus. Five had 
used insulin for from one to five years. 

There have been many attempts to divide 
renal glycosuria into various types. Somewhat 
after Malmros the following may be set forth: 


1. Continuous renal glycosuria. 
2. Cyclic renal glycosuria. 


incidence of renal glycosuria varies 
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3. Renal glycosuria with pathological alimentary 
hyperglycemia. 

4, Glycosuria of pregnancy. 

5. Glycosuria of uncertain nature. 


There is no recognized pathology for renal 
glycosuria. The etiology is likewise unknown. 
Hjarne claims that it is inherited as a mono- 
factorial dominant character. I have seen one 
proved case in which the patient’s three chil- 
dren all have asymptomatic glycosuria. The 
physiology of renal glycosuria awaits a thorough 
knowledge of carbohydrate metabolism. It may 
be that in the renal glycosuria there is simply 
a lowering of the level of kidney permeability 
to sugar. It has been suggested that hyper- 
glycemia is prevented normally by the absorp- 
tion of sugar by the tissues and liver glyco- 
genesis comes into play after the tissues have 
reached their holding capacity. Folin and 
Berglund have suggested that a lag in glycogen 
formation might result in undue strain on the 
kidney cells and cause them to employ their 
excretory function to lower the concentration 
of absorbed glucose. The suggestion that such 


a strain has preceded the excretion of sugar is 
strengthened by the fact that once excretion has 
begun it does not cease until the concentration 


has fallen well below the threshold. 

Text-books have little or nothing to say rela- 
tive to the symptoms of renal glycosuria. It is 
true that most cases are discovered in the course 
of a routine examination but I do not believe 
that this is because the condition lacks a fairly 
definite symptomatology. The most striking 
feature is the typical nervous, emotionally un- 
stable character. This is aggravated by periods 
of weakness and mental and physical exhaustion. 
These patients are usually underweight in con- 
tradistinction to the obesity so frequently asso- 
ciated with diabetes mellitus. A history of long 
standing asymptomatic and untreated glycosuria 
in the family is occasionally available. 

It is obvious that the danger in making a 
diagnosis of renal glycosuria lies in the confu- 
sion of this condition with early or mild diabetes 
which without adequate and prompt treatment 
will increase in severity. In most instances the 
diagnosis should be positive and not depend 
upon exclusion or excessively long periods of 
observation. This may be accomplished by a 
careful history and physical examination to rule 
out the other non-diabetic causes of melituria 
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such as hyperthyroidism, pituitary or hepatic 
disease. By proving the reducing substance to 
be fermentable and capable of rotating the plane 
of polarized light 52.8 degrees to the right. 
By a normal or subnormal glucose tolerance 
curve. Woodyatt considers the power to burn 
glucose under an increasing supply a good 
criterion and places doubtful cases on graded 
iso-caloric diets each until an excretion level has 
been established. With all blood sugar deter- 
minations within normal limits, a curve plotting 
the daily glucose excretion that does not show a 
sharp break speaks strongly against diabetes 
mellitus. This evidence may be augmented by 
demonstrating a glycosuria refractile to insulin. 
The slide will illustrate this test-out on a renal 
glycosuric who had been treated as a diabetic for 
seven years and had taken insulin for three years. 
a “G” Calories 
1 200 2137 
200 2137 


2 
3 400 2154 
4 400 2154 


Urine Sugar Blood Sugar Insulin 
4.2 gm. 
4.6 gm. 
11.2 gm. 
11.7 gm, 


0.09 gm. 


0.08 gm. 
0.10 gm. 
0.11 gm. 
5 400 2154 
6 200 2137 
Y 3 200 2137 


Because diabetes so far exceeds in frequency 
all other causes of melituria and because of its 
damaging potentialities all cases in which this 
type of evidence is not available or straightfor- 
ward should be treated as diabetics [for many 
years] until Time establishes the true diagnosis. 

Renal glycosuria usually requires no treatment 
at all. To place these individuals on diabetic 
management does real damage, both psychic 
and physical. When a renal glycosuric is forced 
to be on a restricted diet, as, for example, post- 
operatively,. it is important to remember that a 
true ketosis may develop. Allen and Vanzant 
have reported this complication in several cases 
and here, as well as in the glycosurias of preg- 
nancy, the acidosis may be sufficiently severe to 
produce toxic symptoms. While in this respect 
renal glycosuria again imitates diabetes, the 
mechanism is different and the ketosis may be 
promptly relieved by increasing the intake of 
carbohydrates and fluids. 


11.5 gm. 
3.2 gm. 5-0-5 
3.6 gm. 5-0-5 


SUMMARY 
1. There should always be an attempt to ex- 
plain the cause of a reducing substance in the 
urine. 
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2. Renal glycosuria is not so rare as is com- 
monly supposed. 

3. There is a definite danger in ignoring the 
melituria associated with pregnancy. 

4, There is a suggestive symptomatology for 
renal glycosuria and usually the condition can 
be promptly diagnosed. 

5. Severe ketosis may complicate renal glyco- 
suria. 

107 S. 5th Street. 
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DISCUSSION 


Dr. Ralph McReynolds, Quincy: Glycosuria is a 
very common disorder and its portent is often either 
underestimated or overestimated. Classical diabetes is 
easily recognized. Symptomless glycosuria is frequently 
found accidentally, that is, through routine examina- 
tions, insurance examinations and examinations for con- 
ditions other than diabetes. Cammidge reported that 
in a series of 1,200 cases showing sugar in the urine 
about 400 were symptomless. Of this 400, 100 had a 
persistent glycosuria and 250 had a hyperglycemic blood 
sugar curve after a test meal of glucose. The prog- 
nosis in these symptomless cases is usually good. How- 
ever, as Dr. Masters has well stated, we should con- 
sider all glycosurias as possible diabetics until proven 
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otherwise. All the glycosurias with a fasting blood 
sugar above 0.11 per cent. should be considered as almost 
certain diabetes. In some of the difficult and border 
line cases one of the most important things is the fre- 
quent repetition of blood sugar determinations and 
urinalyses. Repeated fasting sugars over weeks or 
months, while rarely necessary, are always helpful. 
Threshold determinations should be made in cases of 
glycosuria showing a glycemic tolerance test that is 
abnormal. 

As to renal diabetes or renal glycosuria I think we 
can not be too careful in making the diagnosis. It has 
not been my experience to observe there were any out- 
standing symptoms in renal glycosuria. However, I am 
pleased to note Dr. Master’s impression in this regard. 
The renal threshold varies in health and in disease; 
young diabetics have a renal threshold around 0.14 per 
cent.; elderly diabetics may have a renal threshold of 
0.3 per cent. After making a diagnosis of renal gly- 
cosuria we should not dismiss the case but should check 
and double check, 





THE CLINIC HABIT 
Cuartes H. Parkes, M. D. 
CHICAGO 


At President Roosevelt's Conference of No- 
vember 14, 1934, there was an apparent indica- 
tion of a recognition of the fact that a breaking 
down of the morale of the doctor by any scheme 
whatever would be unwise and would tend to 
lower permanently his efficiency, with the result 
of decreasing his enthusiasm for and ability to 
continue medical research. 

The public must be made conscious of the fact 
that the doctor is primarily an idealist and an 
individualist. He is influenced by the traditions 
which have built up the high standard of medi- 
cine, which are based fundamentally on the care 
of the sick under every and all conditions, ir- 
respective of the remuneration involved. It is 
natural, however, for him to expect from the 
public, for his industry and sacrifices, that fair- 
ness which will enable him to carry on in his 
endeavors without the serious handicap of 
anxiety for the support of himself and his fam- 
ily. There must develop on the part of the public 
a cooperative spirit which will assure to the doc- 
tor a fair remuneration for his services, if he is 
to continue to give his best efforts, only possible 
when freed from the worry of an uncertain live- 
lihood. 

Though it is true that a large percentage of 


Read before North Side Branch, Chicago Medical Society, 
Dec. 13, 1934. 
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people are far too careless about their physical 
well-being until sickness arrives, it is also a fact 
that then the individual’s most active interest 
usually focuses on a cure, and a cure he must 
have. 

If nothing more has been accomplished by our 
persistent efforts to educate the people in health 
matters, we have succeeded in acquainting them 
with the fact that it is and has been only by the 
untiring, unselfish and laborious delvings in re- 
search by the medical profession that progress in 
the prevention and the cure of disease has been 
accomplished. 

The wise among those in the Administration 
are recognizing this, and are awakening to a 
realization that any scheme for economics which 
would hamper progress in medicine, and thus in- 
crease the incidence of disease and lessen the op- 
portunities for its cure, sooner or later would 
meet with universal disapproval and opposition. 

Thought directed along the channels of diffi- 
culties in the present medical situation discloses 
the fact that a large number of our patients able 
to pay, and those temporarily financially embar- 
rassed, are diverted to the Clinics, where medical 
care costs the patient little or nothing. Here it 
is that the “Clinic Habit” is introduced, nur- 
tured and becomes pernicious. The individual 
thereafter expects and receives all medical care 
practically free. 

A few statistics are of interest: From their 
records of August of this year about fifty-five 
hospitals and clinics in Chicago reported to the 
Council of Social Agencies of this city as fol- 
lows: (“Statistics.” Vol. 1, No. 9, Sept., 1934, 
p. 30. Published by the Statistical Bureau, 
Council of Social Agencies of Chicago. Local 
Representative, Children’s Bureau. U. S. De- 
partment of Labor.) 


IN PATIENT SERVICE 
Total Patient Days. .246,790 
Free Patient Days,..175,098 

71 per cent. 


OUT PATIENT SERVICE 
Total Visits 
Free Visits 

70 per cent. 

Pay from patients includes all remunerations 
for service from 25 cents up, and in the free list 
none are included where any remuneration, how- 
ever small, is forthcoming. 

For the year ending September 30, 1934, 13 
non-government public service clinics reported 
a total of 971,000 visits—70 per cent. free. (See 
page 24 of the same issue of the publication, as 
above. ) 
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Three clinics with organized maternity home 
services made 4,800 deliveries in the homes. 

Included in the services of these clinics were 
33,000 x-ray films, 2,800 x-ray treatments, and 
3,500 fluoroscopies. Two hundred and seventy 
thousand prescriptions were filled, of which 207,- 
000 were supplied free. 

Doctors provided over 4,000 hours of free 
service each week, or more than 200,000 hours 
yearly. 

Conspicuous here are the social workers, who 
are entering the picture in ever increasing num- 
bers. To most of us the clinic means “cheap and 
free treatment of cases,” where of necessity a so- 
cial worker is needed for investigative purposes 
to determine whether or not patients are de- 
serving of free treatment. 

True enough, clinics must be, but it is equally 
true that clinics have a limited place in the big 
picture of the practice of medicine. 

With the social worker behind the steering- 
wheel of Emergency Relief Administration, as 
now pertains in Chicago, and probably all over 
the country, private practice is being driven to 
the clinics in ever increasing numbers, corre- 
sponding to the ever increasing numbers of so- 
cial workers. Who believes that many will re- 
turn as private patients, and be cured of this 
clinic habit? Only by energetic and continued 
efforts on our part will we regain and retain that 
personal relationship between the patient and his 
physician which is the only safe foundation for 
the practice of-medicine. To attain this goal, 
the clinic habit must be eradicated. 

Now that confusion in the relief situation 
seems to be coming under control, the time has 
come to sound a note of warning to the people 
that the social worker is fast assuming the posi- 
tion of the intermediary between the doctor and 
his patient. The medical profession must never 
lose the dominant place in the care of the sick, 
and it is our job as doctors to seek to enlighten 
the public regarding this menace to its welfare, 
so that with the cooperation of the public and 
the medical profession the proper status of the 
doctor in this problem will be maintained. 

There are approximately 160,000 doctors in 
the United States, whose activities are centered 
among all classes and kinds of people, where op- 
portunities for close personal contacts are greater 
than to be found in any other line of endeavor. 
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The doctor, non-politically minded, in the main 
goes his way quietly, unassumingly, minding his 
own business. As a usual thing, he thinks little 
of his opportunity for capitalizing these con- 
tacts for the benefit of himself and his kind. He 
seems to have little realization of the tremendous 
power lying latent and unused which, if di- 
rected for the benefit of medicine by a‘few well 
chosen words, would enlist his patients as allies, 
and assure the continuance of progress in medi- 
cine for the prevention and cure of disease by 
this molding of Public Opinion. 

An Editorial in the A. M. A. Journal, No- 
vember 24, 1934, “The Conference on Economic 
Security,” should be read with deep thought and 
reflection by every doctor. One thing to be no- 
ticed there is the complexion of the advisers in 
things medical to the powers-that-be in the gov- 
ernment of the country. Names well known in 
medicine, to be sure. Names of those who have 
attained professionally and economically, but 
what a predominance of specialists, who feel 
only relatively the pinch now dominant in medi- 
cine! Their advice is asked and given in all 
things affecting the medical profession, even 
with the questionable accuracy of informing the 
country that “Ninety per cent. of the doctors 
are bootleggers.” They serve on the investigat- 
ing committees and commissions, so numerous 
in our present era of experimentation in those 
things most vital to our future. 

On the side lines stands the doctor, who is the 
wheel-horse in medical work, listening hopefully 
for those words of wisdom and advice which will 
remedy his economic-ills. Is there a more anom- 
alous situation than to expect from the mouths 
of those whose names head the great clinics and 
endowments of this land, where our patients are 
flocking for cheap or free care, plans which will 
restore to us the practice we have lost to those 
clinics ? 

In the Bulletin of the A. M. A. for October, 
1934, there are clear statements of conditions 
existing all over the country, and we find that 
commissions have been established in all the 
States to act in an advisory position to the Em- 
ergency Relief. The complexion of these locally 
situated committees differs very little from that 
of the National. 

The time has come for the family doctor to 
tell his story himself. He knows the needs of 
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both the people and the profession, and is en- 
tirely competent to give advice on this question. 
The sum-total of all the doctors in this country, 
but more particularly the family doctors, could 
wield a tremendous power. 

It is the outstanding duty of organized medi- 
cine to find out what the members of the medi- 
cal societies actually want. Leaders in the State 
and County Societies are serving and have 
spoken, but so far the rank and file have re- 
mained quietly in the background. 

In an editorial in the November 10, 1934, is- 
sue of the Chicago Medical Society Bulletin, 
written by Dr. Thos. P. Foley, he says in part: 


“The secret of success of organized politics is © 


that the politician works at his trade 365 days in 
the year.” 

A successful political organization of one of 
the major parties in this country is a real or- 
ganization, and is built up from the precints. 

The Chicago Medical Society—the Medical 
Society of Cook County—is larger than most 
State Societies, and our Branch Societies larger 
than most County Societies. 

It is time for our organization to learn the 
sentiment of its members, and our Branch is a 
good place to begin this activity. It contains 
about 500 members, and has in its boundaries 
the large Northwestern University Medical 
School Clinic, and also about twelve hospitals. 

The most logical method to obtain the senti- 
ment of our membership is by a survey. There 
is no better plan to follow than to imitate the 
organization set-up of the major political parties. 

A Survey Committee should divide the Dis- 
trict into precincts and place in each precinct a 
Captain, whose duty it would be to promptly 
visit every physician in his precinct. At that 
visit he would present a general questionnaire, 
carefully prepared by the Survey Committee, 
discuss the question involved, and obtain a reply 
to the questions, in writing, over the member’s 
signature. If the questionnaire is not satisfac- 
tory to the member, the precinct Captain is to 
obtain some statement expressing the individ- 
ual’s thoughts and suggestions pertinent to his 
individual difficulties, and with his suggestions 
and thoughts for a solution of those difficulties. 

The answers to the Questionnaire should be 
assembled and crystallized by the Survey Com- 
mittee, and reported to the Society for formal 
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adoption. From this should be prepared a con- 
cise, clear, simple, comprehensive statement, ex- 
pressing the consolidated views of the doctors 
who have participated in the Survey. Each 
member should be furnished a copy of this state- 
ment and thus have at hand an analysis of the 
problems affecting medical practitioners. Then 
he should be able to speak with knowledge to his 
lay contacts, and have logical data for his effort 
to mould Public Opinion. 

To a certain extent, the doctors, on this one 
subject at least, should be thinking along a com- 
mon line, and talking in the same language. 

Other groups of doctors will learn of this ac- 
tivity and no doubt many will institute a similar 
investigation. 

A canvass such as this would bring to the sur- 
face what the doctors think about these prob- 
lems, thus affording an opportunity to create a 
common ground upon which to unite to present 
a solid front in support of those things indis- 
pensable to the future welfare of the sick. 

It is obviously the duty of the doctors, how- 
ever, to take the initiative here and in all mat- 
ters pertaining to the problem of the sick. 

Any economic plan having for its object the 
care of the sick must develop through a coopera- 
tion between the public and the medical profes- 
sion, and it must be based on the humanitarian 
viewpoint of the care of the sick under all cir- 
cumstances. This is not the responsibility. of 
the doctor alone, nor of the public alone. It 
must be recognized as a mutual responsibility, 
where each has a definite part to play. 

With the moulding of Public Opinion as to 
what is best for the common good in the problem 
of the sick, and the awakening of the doctor to 
the hazards ahead, which alone will lead to the 
focusing of the activities of the medical profes- 
sion toward a definite objective, there will be 
found a starting-point from which plans may be 
evolved. These plans must be the outcome of 
the fusion of these dual interests, where due con- 
sideration has been given to matters vital to all. 
Then will we find the réle for the medical pro- 
fession in the future economic life of America. 

NOTE: The following Questionnaire was 
adopted by the Society before which this paper 


was presented, and the Survey is now in prog- . 


tess. The North Shore Branch, another large 
subdivision of the Chicago Medical Society, is 
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about to undertake a similar survey, and it will 
be under way there in a few weeks. 


NORTH BRANCH, SURVEY COMMITTEE 
QUESTIONNAIRE 


Please answer the following questions on a separate 
sheet of paper: 

1. Do you believe the medical profession should 
cooperate in the development of a better plan than 
now in effect for the purpose of caring for: 

(a) The indigent sick. 

(b) The low income group ($750.00 to $1,000.00). 
Why? 

2. Do you believe that a direct personal relationship 
between the individual patient and the physician is 
essential? Why? 

. 3. Do you believe that organized medicine should 
develop a plan for a more effective guidance of public 
opinion? How? 

4. Do you believe that the university, hospital and 
Government clinics and dispensaries should be de- 
creased in numbers and restricted to the care of the 
indigent sick? Explain. 

5. Do you believe that by inherent right the medical 
profession should take leadership in all public, legisla- 
tive and private matters pertaining to the sick? Ex- 
plain. 

A. What percentage of your private patients do you 
refer to so-called free clinics for consultations and 
treatment? 

Is it because of— 

(1) Lack of funds on the part of patients. 

(2) Clinical laboratory diagnosis. 

(3) X-ray laboratory diagnosis. 

(4) Treatment. 

What percentage of these patients are referred back 
to you? 

B. How many hours per week do you devote to free 
clinics, dispensary, teaching and similar work? 

C. How many hours per week do you devote to 
caring for free patients in your private practice? 

D. Do you believe organized medicine should own 
and operate a fully equipped chain of clinical labora- 
tories (one in each branch) for examination of patho- 
logical specimens or for the reference of indigent and 
low-income patients for diagnosis? 


1910 Lincoln Ave. 





PREPAREDNESS FOR ACID OR ALKALI 
BURNS OF THE EYE 


A. B. MIppLeton, M. D. 
PONTIAC, ILLINOIS 


Recently a survey was made relative to blind- 
ness or partial blindness that might be attrib- 





Read before Section on Eye, Ear, Nose and Throat at annual 
meeting of Illinois State Medical Society, at Springfield, May 
16, 1934. ; 
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uted to the first aid treatment, that was given 
in eye accidents caused by acid or alkali burns. 

The result of this survey appears to indicate 
that the best explanation is a lack of prepared- 
ness, upon the part of the doctor who gave the 
first aid treatment, by not having on hand, or 
even using neutralizing solutions in many cases 
which resulted in blindness or partial loss of 
vision. It is thought that a large percentage of 
this visual loss might have been prevented if 
neutralizing solutions had been promptly and 
freely used. 

In view of the fact that the present day cus- 
toms and activities of our people has brought 
about many radical changes in the practice ‘of 
medicine, one of which is an increase in the 
number of acid or alkali burns of the eye, it 
becomes necessary, that every medical man, 
whether he is a general practitioner, surgeon, 
specialist or laboratory worker should always be 
prepared and ready to give to this class of cases, 
upon a moment’s notice, the proper neutralizing 
solution in his first aid treatment; this however 
can only be done by having on hand properly 
prepared and ready for use, the necessary neu- 
tralizing solutions which, when used, will save 
vision for many cases that otherwise would have 
total or partial loss of sight. 

The bottles containing such neutralizing solu- 
tions should be labeled with specific directions 
that can be easily understood, in order that the 
office assistant or any one else can use them 
properly, in case such a patient should arrive, 
while the doctor is out. 

It is a peculiar fact that when a chemical eye 
accident happens, the patient as a rule rushes 
to the nearest doctor possible, regardless of any 
particular line of practice he might be following, 
consequently all medical men should be prepared 
to treat such emergencies, even though they 
have practiced medicine for years and not had a 
case of this kind. 

With the many automobile and radio storage 
batteries, cream testing solutions, mechanical ice 
boxes, kitchen sink cleansers, concentrated lye, 
ammonia solutions, plasterers, children in high 
school laboratories, and dozens of other things, 
that are being used in the present day domestic 
life, sooner or later you will have a case when 
least expected, and if not properly prepared, 
your patient stands a good chance of losing a 
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certain amount of vision, that might be saved 
if given the proper first aid treatment. 

Are you going to sit idly by after hearing 
this appeal, and let that time arrive, which will 
be an embarrassing moment to you, and possibly 
cause a reduction of vision of a patient, who 
might be yourself, or a member of your imme- 
diate family? 

It is wise in time of peace, to prepare and be 
prepared for the unexpected. 

For example: Let me recite two cases in the 
doctor’s own family for your consideration and 
prove to you the value of preparedness, in han- 
dling eye accidents by acid or alkali burns. 

First: Recently following the discussion of 
this subject before a medical society, a physician 
remarked, “I have been practicing general medi- 
cine over twenty years and have not had such 
a case, but as a precautionary measure, I am 
going to prepare myself tomorrow.” 

Just four days later, one morning the local 
high school superintendent, called the doctor’s 
office, all excited, stating that an accident had 
happened in their chemical laboratory, and an 
acid solution had splashed over the Doctor’s 
daughter’s face, and into her eyes, she is on her 
way to the office, and will be there, in a few 
minutes. The office girl had just hung up the 
receiver, when the girl was led in, the Doctor 
was out on a call, but fortunately, he had kept 
his word, neutralizing solutions were on hand 
and used freely, until he returned, but even 
then, with prompt and free use of neutralizing 
solutions, she developed several corneal ulcers, 
which healed quickly, but left shallow faceted 
scars. If neutralizing solutions had not been 
used freely and promptly in this case, this girl 
would have lost much vision or possibly an eye. 
So much for preparedness. 

Second: An automobile accident happened, 
near a doctor’s office, the car turned over, no one 
was hurt, except the battery solution ran into 
the eyes of the driver. The Doctor being more 
or less nervous, loaded his patient into a car, 
and took him twenty miles to an oculist. Dur- 
ing that hour, after the accident, the cornea be- 
came pale, and the burn resulted in a deep 
corneal ulceration, leaving a dense leucoma, thus 
interfering very much with the central field of 
vision. If this man had received the same first 
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aid treatment that the Doctor’s daughter re- 
ceived possibly he, too, might have had shallow 
transparent corneal scars and much better vision. 
This Doctor had also practiced for years, and 
this was the first case of it kind, but he resolved 
to be prepared in the future, which later proved 
to be a fortunate thing for him, due to the fact 
that in about one month, while testing urine 
with an acid solution, the solution boiled over 
striking his face and went into one eye. Reach- 
ing for the bottle of soda solution, that he had 
prepared, he was able to give to himself a first 
aid treatment with the proper neutralizing 
agent, yet, even then he developed a corneal 
ulceration which healed nicely, leaving a shallow 
scar, otherwise, this might have been a serious 
case. I hope these two cases will prompt you 
to take notice, and realize the value of prepared- 
ness. 

Sulphuric, hydrochloric, nitric and acetic are 
the most common acids, that lead to injury to 
the eyes. Chemical burns of the eye are placed 
in four divisions for convenience, in describing 
the same. 

1. Those that do nothing more than cause a 
chemical fixation of the tissue involved. 

2. A leukocytic reaction. 

3. Ulceration and perforation of the cornea. 

4. The cicatrization and reparation made as 
a result of the healing process. 

Burns with acids are less dangerous than those 
with alkalies. The free use of water alone 
dilutes acids, and helps very much, while upon 
the other hand, in most cases, the dilution of 
alkalies, with water is of little value. 

Soda, potash, lye and ammonia are the most 
common alkali burns. 

Treatment: Always use large quantities of 
water, as quickly as possible and wash away the 
excess chemical. In acid burns, neutralize with 
bicarbonate of soda, potash, lime water or milk. 
If an alkali burn, neutralize with dilute acetic 
acid, always remembering if it is an ammonia 
burn to be sure to do a corneal paracentesis and 
drain the aqueous from the anterior chamber im- 
mediately; if you do not do this the ammonia 
will osmose through the cornea, and convert the 
aqueous into an ammonia solution, which will 
destroy the iris and vitreous without failure, also 
destroy the eye. . 

In lime burn cases, after douching the eye 
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freely with water, be sure that you pick and 
wipe out all the particles of lime, then use am- 
monia chloride solution as a neutralizer, con- 
tinuing at half hour intervals for the first 
twenty-four hours. 

Every Doctor should have the following solu- 
tions prepared and ready to use on a moment’s 
notice. 


No. 1. 6 oz. lime water for acid burns of the eye. 
6 oz. 10% bicarbonate of soda for acid burns of the eye. 

No. 2. 6 oz. dilute acetic acid for alkali burns of the 
eye; 6 oz. 2% ammonia chloride sol. for alkali burns of 
the eye. 

No. 3. Bottle of litmus paper to determine whether 
it is an acid or alkali burn. 

Each bottle should bear a label something like the 
following : 

Directions: This solution is to be used at once, 
freely and often, in all cases where there is a chemical 
burn of the eye regardless of its severity after first de- 
termining whether or not it is an acid or alkali case. 

Keep the patient’s eyelids widely separated; allow 
the solution to flow directly on the eyeball, regardless 
of pain or restlessness; flush the eye often and freely 
with water during this treatment. 

Write these directions on the litmus paper bottle: 
Place a piece of this litmus paper in the eye, over the 
burned area; if\the blue paper turns red, you have an 
acid burn, then begih using acid neutralizing agents; 
if the pink paper turns blue, you have an alkali burn, 
then begin using alkali neutralizing solutions. 


DISCUSSIONS 


Dr. C. O. Sappington, Chicago: This is a very im- 
portant dissertation on an important type of industria! 
injury. I have been interested from the standpoint of 
an industrial specialist. A few years ago Dr. Frank 
Underhill of Yale University, in urging first aid treat- 
ment in industrial plants, recommended copious flushing 
with tap water and probably that was the best thing 
that could be done. Dr. Middleton has commented 
that water is useful in acid burns but not alkali burns. 
Underhill’s contention was that any damage done either 
by acid or alkali was immediate; that neutralizing 
agents were of practically little value; and that copious 
flushing with tap water would dilute any remaining 
amount of the damaging agent that was present. Cer- 
tainly these views have permeated industry as a first 
aid measure. My former experience as medical direc- 
tor of the National Safety Council shows that this view 
is very widespread, and I believe still continues to be 
used. This is of course a definite adaptation of the 
first aid measure that Dr. Middleton brought to your 
attention, but I think it might be of interest to you. 

Dr. G. H. Mundt, Chicago: I think Dr. Middleton’s 
discussion is very timely. One thing brought out in 
the Journal of the American Medical Association, some 
five years ago, by Dr. Hans Barkan of San Francisco, 


_is the use of 10 per cent. solution of neutral ammonium 


tartrate in lime burns. The reason I get on my feet 
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now is to say that anyone who is not acquainted with 
this medicament would be surprised at its efficacy even 
when used very late. In lime burns there is a deposit 
of lime in the cornea and no matter how late you use 
it, you will get some absorption. With the experience 
I have had with neutral ammonium tartrate in lime 
burns, I am surprised that it has not come more into 
the literature. Barkan has testified as to its value since 
his original article, and I recommend the use of this 
treatment in lime burns. 

Dr, A. B. Middleton (closing): I have nothing fur- 
ther to add except in order that you might realize the 
importance of first aid treatment in eye injuries, you 
will find four exhibits at the scientific section of the 
American Medical Association, this year, a demon- 
stration as to the best thing to do in first aid treatment 
of eye injuries. This demonstration is encouraged by 
the Society for the Prevention of Blindness due to the 
fact that these accidents are happening every day and 
physicians come in contact with them for the first time 
even after having practiced medicine for years without 
having been called upon to treat such a case. 





THE STATISTICAL STATUS OF 
DIABETES 


G. Howarp Gowen, M. D. 
From the Department of Bacteriology and Preventive Medicine, 
University of Illinois, College of Medicine, The Research 
Laboratories of the State Department of Public Health and 
The Chicago Medical School. 


CHICAGO 


Statistically diabetes mellitus is showing a 


definite and rapid increase. This has been 
shown by Emerson and Larimore,’ Rabinowitch,? 
Hamblem and Joslin,* Dublin,* Drolet,5 and 
others. The aforementioned presentations have 
been based practically in entirety upon mortality 
statistics, which after all is the only general 
source of knowledge that is obtainable on this 
disease, and the evidence presented suggests in 
no mild way an impending diabetic catastrophe, 
if these statistical surveys are in reality truly 
prophetic of the future. Joslin® has most aptly 
summed up the situation in his statement that: 
“Tf diabetes should continue to increase in the 
next 30 years at the same rate statistics show it 
has increased in the last 30 years, it would rival 
tuberculosis as a cause of death, and if this rate 
progressed for another generation, diabetes 
would be responsible for almost the entire mor- 
tality of the world. Such a rapid rate of increase 
is evidence of itself that a fallacy exists some- 
where in the statistics.” Questioning very much 
whether diabetes will ever prove to be such a por- 
tentous mortality issue, a survey was made of dif- 
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ferent sources of information on diabetes to see 
if there was not some contrary evidence which 
might prove more encouraging, and also to see 
if there is not some possible explanation of why 
such an apparent peril in reality does not exist. 

Inasmuch as the death certificate is our source 
of information, and the interpretation of the 
death certificate is our criterion, this was the 
first consideration as a possible source of error. 
The degree of uncertainty and inaccuracy with 
which causes of death are certified has long been 
appreciated by the U. S. Census Bureau. In 1911 
several thousand queries were sent to physicians 
in regard to the manner of filling out certain 
specified death certificates. Of those replying, 
57% made changes in the cause of death. In 
1929, queries were sent to 37,000 physicians and 
at this time 47.2% of those replying made 
changes in cause of death. Although in this 
eighteen year period there is a seeming improve- 
ment in accuracy of 9.8%, nevertheless the re- 
maining 47.2% degree of inaccuracy is markedly 
outstanding and deserved cognizance. That this 
is fairly representative of the medical profession 
as a whole is evident since the queries were sent 
out indiscriminately, countrywide. The best 
chance of error in certification of the cause of 
death should be in regard to the unhospitalized 
case whether it be in a rural or urban commu- 
nity. A more accurate certification should be 
made in regard to the hospitalized case but this 
would necessarily depend to a great extent upon 
the type of hospital and the attending physician. 
Too frequently the work entailed in filling out 
the death certificate is relegated to the interne. 
The most accurate certification of death would 
be that based upon a postmortem examination, 
but as is well known the number of such cases is 
but a very small percentage of the total deaths. 
It is seen therefore that initially there is a great 
inaccuracy in citing the cause of death in gen- 
eral and this should apply to diabetes as well as 
any other type of disease. The result of im- 
proper certification is best exemplified in the fol- 
lowing instance. In 1914 measles was charged 
with 4,461 deaths. On the basis of information 
on the death certificates however, 64 of these 
cases would have to have been charged to 
bronchopneumonia or “Pneumonia.” Queries in 
these 64 cases elicited enough additional data 
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from the physicians so that definitely they be- 
longed in the category of measles. Had this not 
been done measles would only have been charged 
with 4,397 deaths. In this case changes in cer- 
tification of death resulted in a 1.5% increase in 
deaths due to measles. 

The status of diabetes as a cause of death in 
relation to other causes is of interest. Accord- 
ing to the index of joint causes of death, U. S. 
Bureau of Census 1914, diabetes takes prece- 
dence over all other causes with which it is re- 
ported jointly as a contributory cause except 
diphtheria, pulmonary tuberculosis and typhoid 
fever. This being true and assuming the fol- 
lowing certifications of death had been made, 

1. Pulmonary tuberculosis and diabetes. 

2. Lobar pneumonia and diabetes. 

3. Malaria and diabetes. 

4, Acute appendicitis and diabetes. 
in 1, death would have been charged to pulmo- 
nary tuberculosis but in 2, 3 and 4 death would 
have been charged to diabetes. Joslin has re- 
cently shown that tuberculosis is 13 times more 
common in diabetic children and 2-3 times 
more common in diabetic adults, than in nor- 
mals, but there is no evidence indicating that 


lobar pneumonia, malaria, and acute appendici- 
tis are more common in diabetics than in nor- 
mals. In spite of this in 1, where diabetes is of 
special significance, death is charged to pulmo- 
nary tuberculosis, and in 2, 3 and 4, where it is 
of minor if any significance, death is charged to 


diabetes. That this is illogical is substantiated 
by Mosenthal’ who states: “In analyzing the 
mortality statistics, it should be made clear that 
the term “diabetes death rate” more nearly rep- 
resents the incidence of diabetes mellitus than 
the actual diabetic death rate, since diabetes is 
usually, though not always, given preference as 
the cause of death which is officially recorded 
when more than one condition is mentioned on 
the death certificate.” 

In further considering the status of diabetes 
as a cause of death the associated pathology is 
of significance. At intervals the U. 8S. Census 
Bureau presents statistics showing not only the 
primary cause of death but also the associated 
contributory causes. The following was the re- 
port given for the year 1917 in regard to dia- 
betes : . 


Total cases in which diabetes was given as primary 
cause of death were 12,734. 
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The total contributory causes were 6,080. 
Some of the principal contributory causes were: 


Acute bronchitis 

Embolism and_ thrombosis 

Cirrhosis 

Pleurisy 

Erysipelas 

Septicemia 

Appendicitis 

Biliary calculi 

Acute articular 
rheumatism 

Anemia 

Intestinal obstruction.... 

Alcoholism 


Bright’s disease 

Organic heart disease.... 
Cerebral hemorrhage 
Lobar pneumonia 
Arteriosclerosis 

Furuncles 
Bronchopneumonia 

Acute nephritis 

Influenza 

Pulmonary congestion.... 
Acute endocarditis 
Chronic bronchitis 


Effect of heat 


Angina pectoris 
Exophthalmic goiter 


Diarrhea 

The important relationship of diabetes to 
gangrene, furuncles, abscess, septicemia, and at 
times to arteriosclerosis, can not be questioned, 
and undoubtedly in these cases it should be given 
preference. In the other innumerable patho- 
logical syndromes, one has to stretch the imagi- 
nation considerably to see any reason why dia- 
betes should be given preference. Rabinowitch* 
states as follows: “For example, to take one 
cause of death, gangrene. It appears reasonable 
that had the individual not had diabetes, he 
probably would not have had gangrene at the 
age at which it occurred. Had he not had gan- 
grene, he probably would not have had sep- 
ticemia and therefore probably not have died at 
the age he did die. Again, if he did not die of 
infected gangrene, but of bronchopneumonia fol- 
lowing anesthesia and operation, he still died of 
diabetes. Had there been no operation, there 
would have been no anesthesia and therefore 
probably no pneumonia.” While this type of 
logic might be applied to a closely allied condi- 
tion such as gangrene although one is continu- 
ally mindful of the frequent use of the word 
“probably” in the above quotation, it is hard to 
visualize a similar application to the variety of 
other diseases listed. 

That everyone is not in accord with the prefer- 
ence given diabetes as the primary cause of death 
is seen in the report given by Allan® on diabetes 
at the Mayo Clinic for 1930. There were 42 
deaths in diabetics and the causes of death were 
given as 


Influenza 

Kidney disease 

Addison’s disease 

Gastric ulcer, hemmorrhage 1 

Intestinal obstruction 

Acute pulmonary edema 
(postpartum) 

Accident 


Diabetic coma 


Cellulitis and septicemia... 
Hemochromatosis and 


Carcinoma 

Heart disease 

Liver and gall bladder 
Pulmonary tuberculosis.... 
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Although all these deaths were in diabetics, 
Allan in summation says that diabetic coma 
caused two deaths, diabetes was contributory in 
two cases of gangrene and cellulitis, and in the 
other cases death was due to causes other than 
diabetes. In 1930 there were 840 cases of dia- 
betes at the Mayo clinic. If we consider the dia- 
betic deaths in the light that Allan has consid- 
ered them the fatality rate would be 0.002%. If 
we consider also the cases of gangrene and cellu- 
litis the fatality rate would be 0.004%. If, how- 
ever, we ascribe all the deaths to diabetes except 
the two cases of pulmonary tuberculosis which 
take precedence over diabetes, the fatality rate 
would be 0.47% which approximates 20 times 
the rate of 0.002% and 10 times the rate of 
0.004% as given above. The method of assigna- 
tion and interpretation results in wide variations 
and diversion. This has been recently exempli- 
fied by Miller’® who has tabulated the diabetic 
mortality figures of New York City as given by 
the New York bureau of records which does not 
adhere mechanically to the rules of the Manual 
of Joint Causes of Death and the U. S. Census 
Bureau which may be considered as following 
the Manual of Joint Causes, per 100,000 from 
1901 to 1931. In eleven instances there was a 
difference of between 1 and 10%, in fourteen 
instances differences of between 10 and 20%, and 
in six instances differences of between 20 and 
30%. 

The change of the position of diabetes in the 
listing of the more important causes of death 
is interesting. Hamblen and Joslin™ cite the 
following statistics from the state of Massachu- 
setts from 1902 to 1927: 

1902—Diabetes was the 21st cause of death. 

1910—Diabetes was the 18th cause of death. 

1920—Diabetes was the 13th cause of death. 
1925—Diabetes was the 11th cause of death. 
1927—Diabetes was the 11th cause of death. 

They state that diabetes is given as a cause of 
death twice as frequently as it was 25 years ago. 
This change in the position of diabetes as a 
cause of death is assumed to be due to more ac- 
curate death reports in which some of the vague 
terms were eliminated which formerly preceded 
diabetes as a cause of death. While this may be 
true, why could it not also be true that due to 
greater cognizance of diabetes, many vague terms 
may have been reported jointly with diabetes in 
which case of course diabetes would be given 
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preference. There can be no doubt that since 
the inception of the Banting era, the interest in 
diabetes has increased many hundredfold not 
only among the physicians but also among the 
laity. That greater accuracy and more frequent 
diagnosis has resulted, can not be questioned. 
The world is becoming diabetic minded. The 
term diabetes is vivid in the mind of every phy- 
sician. That this is true should be lauded, but 
the question arises as to what is actually the 
status of diabetes in the mind of the physician 
when he certifies a diabetic death. Does he know 
that when he gives two or more joint causes of 
death, only one can be selected as the primary 
cause? Does he know the preference given to 
diabetes when reported jointly with other causes 
of death? When he reports diabetes jointly 
with conditions such as Bright’s disease, lobar 
pneumonia, acute nephritis, cerebral hemorrhage 
and others, does he consider these conditions or 
diabetes as the primary cause of death, and does 
he know that in spite of his actual opinion, the 
mode of statistical selection will charge the death 
to diabetes? If the average physician in the 
United States is familiar with these facts, noth- 
ing more need be said, but it is extremely doubt- 
ful if a small percentage, outside of those asso- 
ciated with public health or statistical work, 
have this cognizance. In other words, does the 
present method of statistical selection of diabetes 
as a cause of death actually express the opinion 
of the physician at the time that he certified the 
death. It would be safe to say, undoubtedly not, 
and undoubtedly queries along this line would 
elicit this fact. 

The aging of diabetics has been well proven. 
Hamblen and Joslin® cite the following infor- 
mation : 

1900—65% of diabetic deaths occurred in age group 
50 plus. 

1910—67% of diabetic deaths occurred in age group 
50 plus. 

1920—72% of diabetic deaths occurred in age group 
50 plus. 


In 1929 there were 21,829 deaths from dia- 
betes in the registration area of the United 
States. In the age group 45 and over, there were 
18,934 deaths or 86.6% of the total. Bolduan” 
gives the average diabetic deaths in New York 
City for the years 1929-30-31 by age groups as 
follows: 
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Male Female Both 
0-25 ceccccvcccecsseccccccccscccees 14 16 0 
ri PPO Pree rere Oke i ee ee 45 71 116 
TT cn duieeninwnssioneuneesatiaitan 310 620 930 
G5 and OVET. cccccccccccccccccccccece 244 490 734 
PR eT at oe 613 1,197 —‘1,810 


In the age group 45 years and over there were 
an average of 1,664 deaths. This would be 91.9% 
of the total which is in accord with the percent- 
age cited above from the registration area. These 
facts being true, nevertheless the most extreme 
reticence is shown in even suggesting that a dia- 
betic over the age of 45 could possibly die from 
anything but diabetes. John** in an observation 
on 2,000 cases gives the fatality rate as 6.55% 
in seven years. He further notes that if the 
deaths in the seventh, eighth and ninth decades 
were excluded because of natural incidence of 
death in those periods, the fatality rate would 
drop to 4.44%. This is rather significant, and 
a rather conservative statement inasmuch as the 
fifth and sixth decades might have been included 
where also, although one might not say natural 
incidence, there are factors equally as common 
to non-diabetics as to diabetics, which cause 
death. When death occurs in typical diabetic 
coma, there could be no doubt as to the cause of 
death and interpretation of the primary cause in 
such a case would be simplicity itself. Such cases 
are now relatively infrequent. The present status 
of coma can best be exemplified by excerpts from 
various observers. Rabinowitch® gives the fol- 
lowing data: 

Diabetics at Montreal General Hospital: 

1921-22—50% of deaths due to coma. 

1923 (Insulin introduced)—No deaths from coma. 

1923-27—Deaths largely from other causes. 

Bolduan’ cites the following statistics on Jos- 
lin’s series of diabetic deaths from 1894 to 1926: 


1894-1914 1915-1922 1923-1926 
BOO civncssceaseceer 342 805 609 
NO 5 serie as eianckae ire 208-60.8% 338-42% 122-20% 
Cardio-reno-vascular .. 45-13.1% 166-20.6 207-34 
BNO Seccosvecvos 29- 8.5 145-18.0 162-26.8 
Tuberculosis ........ 16- 4.7 37- 4.6 32- 5.3 
_ ei 9- 2.6 27- 3.4 30- 4.9 
Miscellaneous ........ 35-10.3 92-11.4 55- 9.0 


He also gives the following information for 
New York City in 1930: 


Diabetic deaths by contributory cause: 


Coma (no contributory cause)...........e6- 412 23% 
Cardio-arterior-renal .........cscceccececces 932 52 
BND 2s. cuanneecharsnaneteetatoeueeees 119 6.7 
ME acco vn cluee ae ncctrccees eee cacan 35 3.0 
SION -i:hstshntes upvanuracbaedemn cues 138 Be 
MIMNEER: 0:5:5:dociecs ale crecisteananee woe stabs 128 7.6 
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Matz'* in observations on 300 diabetic war 
veterans’ report that the average age of occur- 
rence of coma was 31 years. Lyon and Lyon’® 
report that the average age of death from coma 
was 37.4 years and the average age at death in 
non-coma was 62.1 years. John*® gives the death 
rate from coma in his series as 0.5%. As stated 
before, death from diabetic coma can be ques- 
tioned, but all reported diabetic deaths certainly 
were not cases of coma, and since at the present 
time coma is such an infrequent cause of death, 
is the charging of so many deaths to diabetes a 
logical procedure and is it on an accurate basis? 
Rabinowitch® gives the following data: 

Death rate in surgery: 

1921-22—38.1% 

1925-6—(After introduction of insulin), 5.2% 

General death rate: 

1921—11.5% 

1927—(After introduction of insulin), 1.1% 

If the death rate is decreasing in this instance, 
why should general statistical compilations show 
an increase? The answer can only be, inaccu- 
rate information and improper interpretation. 

As to the two to one ratio of diabetic females 
to males, one does not have to be beset with ter- 
rors. It has been observed by Wendt?* and most 
of the previously mentioned observers, that this 
ratio is only true after 45 years of age. Before 
that time the ratio is practically equal. Anyone 
who has had experience in the general practice 
of medicine knows that the two main sources of 
patients are children and women, and that be- 
ginning at approximately the age of forty, the 
number of office visits by females vastly in- 
creases. In conversing with several general 
practitioners, the information has been elicited 
that beginning around forty years of age and 
extending to between fifty and fifty-five years of 
age, the ratio of female to male visits to the 
physician is conservatively five to one. There- 
fore, other things being equal, the opportunity 
for diagnosing diabetes is presented five times 
as often in the female as in the male. On the 
other hand, it is also known that certain changes 
begin to take place in the female around forty 
years of age which predispose to adiposity which 
at the present time is considered one of the most 
important factors in the causation of diabetes. 

Joslin, speaking before the Chicago Medical 
Society on February 28, 1934, stated that with 
diabetes increasing and tuberculosis decreasing, 
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at the end of approximately ten years dia- 
betes should be of equal importance with 
tuberculosis. In terms of morbidity this will 
probably be true, but it will not be true 
in terms of mortality if the erroneous status 
of diabetes as a cause of death is in the 
meanwhile eliminated. It is generally accepted 
that many more diabetics exist than we are 
cognizant of, that many deaths occur in which 
diabetes is present but undiagnosed, and that 
deaths do occur in which the cause is charged 
to one of the conditions given preference over 
diabetes, particularly pulmonary tuberculosis. 
With the increased knowledge in the diagnosis of 
diabetes, the morbidity incidence of this disease 
should continue to increase until the peak is 
reached where the majority of the cases of dia- 
betes are diagnosed. When this will occur is 
problematical. Once this peak is reached, there 
should be a decrease if the proper preventive 
measures have been instituted. The considera- 
tion of heredity as a factor in instituting preven- 
tion is important. Joslin has shown that: 

1. If a diabetic marries a diabetic, all the chil- 
dren will be diabetics. 

2. Ifa diabetic marries a non-diabetic of a dia- 
betic family, one-half of the children will be 
diabetic. 

If a non-diabetic of a diabetic family marries 
a non-diabetic of a diabetic family, one- 
fourth of the children will be diabetic. 

4. If a diabetic marries a non-diabetic of a non- 
diabetic family, none of the children will 
have diabetes. 

In closing, the following statistics are given 
relevent to diabetes and closely allied conditions, 
and other chronic conditions causing death, for 
the period 1914 to 1921 before the introduction 
of insulin, and the period 1922 to 1929 after the 
introduction of insulin: 


Registration are of the United States 1914 to 1921. 
Organic heart disease Increased 31,379 33.5% 
Arterial disease Increased 18.4% 
Chronic nephritis ............ Increased 324 13.5% 
Diabetes ; Increased t 40.0% 
Furunculosis Increased 78.4% 
Gangrene Decreased 5.8% 
Population Increased 22,678,307 34.3% 


Registration area of the United States 1922-1929. 

Increased 90,827 72.6% 
Arterial disease Increased 5,594 31.3% 
Cimbomie meptritie oo. cccccccss Increased 30,740 43.9% 
Diabetes Increased 6,896 46.1% 
F'urnaculosis 11 1.6% 
Gangrene Decreased 143 10.5% 
Population Increased 27,649,913 31.1% 


Organic heart disease 
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From these figures it is seen that there has been 
almost twice the decrease in gangrene from 1922- 
29 as compared to 1914-21. Furunculosis, which 
had increased 78.4% from 1914-21, decreased 
1.6% from 1922-29. With two of the common 
complications of diabetes decreasing, it is hard 
to correlate this with the statistically quoted in- 
crease in general diabetic mortality rate. 


SUMMARY 


1. There is a high degree of inaccuracy in 
the certification of death in this country as evi- 
denced by the report of the U. S. Census Bureau 
in 1911 and 1929. Since this is generally true, 
it must also be true in regard to diabetes. 

2. In the selection of the primary cause of 
death for statistical tabulation, diabetes is given 
preference over all other causes with which it is 
reported jointly excepting diphtheria, pulmo- 
nary tuberculosis and typhoid fever. 

3. The average physician, in certifying the 
cause of death, is probably not familiar with the 
preference given diabetes, and so the mode of 
selection in statistical surveys is certainly not 
an accurate interpretation of the opinion of the 
physician when he actually certified the cause 
of death. 

4. The diabetic’s expectancy of life is much 
greater than it was in the past and so he is 
subject to those conditions which also cause death 
in the non-diabetic. 

5. Evidence shows that the diabetic has vary- 
ing types of associated pathology, but evidently 
little cognizance is taken of this fact when 
death is certified or when the cause of death is 
selected. 

6. The fact that diabetes is reported twice as 
often in the female over forty as in the male can 
be explained on the basis that the female over 
forty seeks medical advice about five times as 
often as the male. 

%. The vast increase in diabetes is based on 
improved modes of diagnosis, and this increase 
will be evident until the majority of the cases 
are diagnosed and preventive measures insti- 
tuted. 

8. Statistical studies of diabetes based on 
death rates should in general be considered in 
the light of morbidity incidence and not in terms 
of mortality. 

9. Since diabetes has become such an im- 
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portant public health problem, changes should 
be made in the statistical compilation of data, 
in order that a more accurate view might be 
obtained of the actual morbidity incidence. 

10. Diabetes offers a problem in preventive 
medicine far different than any previously ex- 
perienced. The complication entailed in its 
solution should be pleasantly offset by the phases 
of interest and the satisfaction derived in its 
accomplishment. 
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TRANSURETHRAL PROSTATIC 
RESECTION 
GERSHOM J. THompson, M. D., 
Section on Urology, The Mayo Clinic, 


ROCHESTER, MINN. 


The burden of relieving a patient suffering 
from obstruction to urination usually falls first 


on the general practitioner. Unfortunately, the 
obstruction more often than not is complete, and 
in most instances the physician is implored to 
act quickly. It is needless for me to state that 
such situations demand above all other consid- 
erations the avoidance of action so hasty that 
aseptic precaution is thrown to the winds. Cer- 
tainly, the prevalent misconception that infec- 
tion of the bladder is the inevitable consequence 
of the passage of an instrument into the urethra 
is to be decried. An opiate, administered hypo- 
lermically, will many times relax a patient 
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sufficiently to permit passage of a small, soft 
rubber catheter, which has been sterilized while 
the hypodermic injection is being absorbed, and 
thus obviate the use of a steel catheter passed 
on sight at the risk of contamination and 
urethral injury. A distinct aid in the passage 
of a soft catheter that meets unusual resistance 
is the instillation of several drams of lubricant, 
squeezed from the tube directly into the anterior 
portion of the urethra and gently milked pos- 
teriorly. On several occasions I have been able 
to avoid defeat by including this step in the 
technic. The steel catheter is an instrument of 
torture except in unusually skilled hands, and 
before resorting to it, I gently try several Coude 
or bi-Coude catheters, and sometimes, a filiform 
and follower. If extreme difficulty is encountered, 
one should resort to tapping the bladder supra- 
pubically with a long needle rather than to 
persist in attempts at catheterization. Fre- 
quently, when the downward pressure of a dis- 
tended bladder has been removed by such meas- 
ures, one can pass a soft catheter through an 
apparently badly obstructed urethra with 
surprising ease. Since comparative remission 
of symptoms is the rule following such episodes 
of complete retention, the physician is often not 
consulted again until the time of a similar 
occurrence. Particularly was this true during 
the first three decades of this century, when the 
only surgical means of relief for the majority of 
patients was prostatectomy. Patients avoided 
surgery and suffered many repeated episodes of 
complete or incomplete urinary retention rather 
than face the mortality and morbidity that ac- 
companied the alternative. 

It is not an overstatement of fact to say that 
transurethral prostatic resection has changed the 
whole picture in the consideration of surgical 
treatment for these patients. Any surgical at- 
tack on the obstructing prostate gland is a 
procedure of election; certainly, emergency 
prostatectomy is a misnomer. The transurethral 
operation in skilled hands can be applied in 
practically every case in which prostatectomy 
formerly was required, at a risk only a small 
fraction of that encountered in the latter pro- 
cedure. Another group of patients who gladly 
accept the small risk of transurethral resection 
are those whose urinary obstruction is relatively 
slight. Thus, these patients avoid secondary, 
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vesical and renal injury that results eventually 
from prolonged prostatic obstruction. Still an- 
other group of patients to whom the transure- 
thral operation has proved a blessing are those 
who for years have worn suprapubic drainage 
tubes because cardiac, renal, or other degenera- 
tive disease had precluded relief by prostatec- 
tomy. In the past few years I have restored 
vesical function to many of these patients by rel- 
atively simple transurethral operations. Our 
experience at The Mayo Clinic during the past 
few years indicates that fully 98 per cent of 
patients with urinary obstruction can be relieved 
by transurethral resection. 

As a preliminary to operation, one should in- 
clude careful routine physicial examination in 
order to recognize complicating disease. In a 
series of 721 cases observed during 1932 and 
1933, associated conditions could be grouped into 
three classes: cardiovascular disease, carcinoma, 
and miscellaneous diseases. The number of 
cases in which the various cardiovascular dis- 
eases occurred were as follows: angina pectoris 
in twelve, complete bundle-branch block in 
three, incomplete bundle-branch block in ten, 
coronary sclerosis in twenty-one, aortic sclerosis 
in forty-seven, myocarditis with decompensation 
in twelve, valvular stenosis in four, arteriosclero- 
sis of grades 2, 3 or 4 in 120, residual hemiplegia 
in two, and hypertension with a blood pressure 
of more than 150 systolic and 90 diastolic in 
216. 

The situation of the carcinoma, and the num- 
ber of cases in which the carcinoma was found 
in each situation, were as follows: rectosigmoid 
or colon in six cases, stomach in four, bladder 
in four, lip and face in three, and penis, thyroid 
gland, and larynx, one case each. 

Miscellaneous diseases, and the number of 
cases of each, were as follows: diabetes mellitus 
in thirty cases, syphilis in eighteen, duodenal 
ulcer in thirteen, disease of the liver and gall- 
bladder in eleven, goiter in seven, Parkinson’s 
syndrome in four, pituitary tumor in one, gout 
in five, and severe pulmonary disease in sixteen. 

Study of renal function by various measures 
is desirable. Tests, such as of nitrogen reten- 
tion in the blood and estimation of the excretion 
of phenolsulphonphthalein, usually provide ade- 
quate information. In an occasional case an 
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intravenous urogram can be used as a test of 
differential renal function. 

Since transurethral resection is a procedure 
that causes little reaction, we have felt that it 
could be applied in many cases without resorting 
to preliminary drainage by inlying urethral 
catheters. Thus, in 309 (55 per cent) of the 
cases in which patients were subjected to oper- 
ation during 1932 and 1933, no preliminary 
drainage of the bladder by inlying catheter was 
deemed necessary. These patients were operated 
on immediately after completion of the general 
physical examination. The saving in hospital 
expense for this group amounted to a substantial 
sum, and in addition they were spared at least 
a week of discomfort. Of the remaining 45 per 
cent. of patients, 33 per cent. were prepared by 
intermittent or inlying catheters and 12 per 
cent. by preliminary suprapubic cystostomy. 
The latter group included those with severe renal 
injury who required many weeks of vesical 
drainage before renal function was restored suffi- 
ciently to permit safe operation on the prostate 
gland. In addition, there were a few cases in 
which vesical calculi, too large for litholapaxy, 
vesical tumors, or vesical diverticula required 
suprapubic operation, at which time drainage 
was established incidentally. 

Spinal anethesia is by all odds the type of 
choice. It produces relaxation of extreme aid to 
passage of the resectoscope. The amount of 
procaine used should never be more than 100 
mg., and in the majority of cases 70 mg. is 
sufficient. 

I prefer to use the Braasch-Bumpus resecto- 
scope because, since it is a direct vision instru- 
ment, one is not handicapped by moderate bleed- 
ing, hence the operation can proceed rapidly, 
and the period is shortened and less risk to the 
patient is involved. With this instrument, ex- 
treme electrocoagulation of a large surface of 
the prostatic urethra is avoided, for cutting is 
accomplished with a cold knife; following this, 
individual bleeding vessels are controlled with a 
single-tip electrode. 

The amount of tissue that need be removed in 
any given case may vary from a gram or two 
to more than a hundred grams. In one case it 
was necessary to remove 116 gm., a mass the size 
of a baseball. The statement sometimes made, 
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therefore, that transurethral resection is an 
obviously incomplete operation is unwarranted ; 
when it has been necessary, I have performed 
transurethral removal down to the prostatic 
capsule in just as thorough fashion as is possi- 
ble by either suprapubic or perineal enucleation. 
Transurethral resection is not a “channeling” 
operation. It is not sufficient to cut a groove 
through a large, median lobe. Such incomplete 
operations produce functional results that are 
a discredit to the procedure. 

Postoperative drainage of the bladder is pro- 
vided by a number 22 French catheter, which 
should be lavaged with sterile solution often 
enough to prevent formation of clots. Drain- 
age for forty-eight hours is the rule, and when 
the inlying catheter is removed, one must guard 
against overdistention of the bladder in cases in 
which postoperative edema or persistently ob- 
structing prostatic tissue prevents free passage of 
urine. A second operation at an early date is 
preferable to attempts to force the patient to get 
along with a partially obstructed vesical outlet. 
Asa rule, there is less reaction from the second- 
ary operation than from the primary procedure. 

In the average case, the period of hospitaliza- 
tion is approximately one week. Of the group 
of 721 patients cared for during 1932 and 1933, 
49 per cent. were confined seven days or less, 
an additional 32 per cent. from eight to four- 
ten days, and only 8 per cent. for more than 
three weeks. Healing of the prostatic urethra 
is not complete in most cases until approxi- 
mately three weeks after operation, and it is 
safest to keep patients under close observation 
util that period has elapsed. During the 
greater part of it, however, they can be ambu- 
latory. 

The mortality rate during 1932 and 1933 was 
approximately 0.7 per cent., five patients, sixty- 
ix to eighty-five years of age, dying fourteen to 
thirty-two days after operation out of a total 
of 721. The mortality rate during 1934 to date 
has been even lower, one consecutive series of 
41 patients being operated on without a death. 

Recurrence of obstruction, either because of 
tegrowth or because of incomplete removal of 
tissue, has been very uncommon. It is, of course, 
‘00 early to give any exact figures, but from my 
‘perience to date I am firmly convinced that 
the percentage of recurrences over any period of 
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time will be only a fraction of the percentage of 
the immediate mortality that follows prostatec- 
tomy. The transurethral operation, therefore, 
seems to be the method of choice. 





CALCULOUS DISEASE OF THE URINARY 
TRACT 


Leo A. Mastow, B. S., M. D. 
CHICAGO 


From the voluminous literature on the etiology 
of urolithiasis one may sift out the following 
facts: 

1. Stasis and infection of the urinary tract 
play the most important roles as predisposing 
factors in stone production. 

2. The urinary salts are kept in a dissolved 
state in the highly supersaturated urine by the 
action of substances known as “colloids.” In 
stagnant urine these colloids undergo certain 
changes whereby they are no longer able to keep 
the urinary salts in solution, a colloid-crystal- 
loid imbalance is thereby created, and crystals 
are precipitated. These crystals, which are po- 
tential nuclei for stones, will pass out in the case 
of a normal urinary tract. This is evidenced by 
the fact that many individuals pass numerous 
crystals without showing any tendency to stone 
formation. But if there is any abnormality of 
the urinary tract these crystals may be retained 
and by accumulation form stones. 

3. The chemical character of stones will vary 
with the pH of the urine. Uric acid, urate and 
oxalate stones form in a relatively acid urine, 
whereas amorphous carbonates and phosphates 
will form in alkaline urine. 

4, Vitamin A deficiency as a cause of calculus 
formation has been presented. This is based on 
experimental production of phosphatic calculi in 
rats fed on a diet lacking vitamin A. However, 
the results require further corroboration. It is 
not definitely settled whether the lack of vitamin 
A is the cause of stone formation, or whether it is 
the alkalinity which this diet invariably produces. 
Furthermore, the rat is hardly a suitable animal 
for these experiments, since it is susceptible to 
stone formation when in captivity. 

Composition: A calculus is a concretion 
formed of urinary crystals bound together by a 
colloid substance. Calculi may be composed of 
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crystals normally found in the urine, or they 
may be a result of bacterial fermentation, as in 
triple phosphates. They may also result from 
disordered metabolism, as in cystin calculi. 
Stones are seldom pure. They usually consist 
of a mixture of various urinary salts. The 
rarer types of stones, such as cystin or xanthin, 
are more likely to be pure. 

Renal Pathology: The majority of stones are 
formed in the pelvis or calyces of the kidney. 
Retention of the stone after it is formed may be 
due to: 

a. Narrowing of the ureteropelvic junction, 
congenital or acquired. 

b. External influences as nephroptosis or ab- 
errant vessels. 

The damage to the kidney tissue depends upon 
the presence or absence of infection and whether 
the stone causes obstruction or not. If a calculus 
is impacted at the pelvic outlet or at the neck 
of one of the calyces causing obstruction, the 
result will be either a uniform hydronephrosis or 
a localized hydronephrosis of one calyx. As 
long as the urine remains aseptic the damage to 
the kidney parenchyma consists of pressure 
atrophy only. When infection develops, however, 
there is a widespread pyelonephritis and the 
hydronephrosis soon becomes transformed into a 
pyonephrosis. There is now the damage incident 
to actual destruction of kidney parenchyma plus 
that due to back pressure. The kidney paren- 
chyma either disappears as a result of pressure 
atrophy, or is replaced by a series of pus contain- 
ing cavities. 

Once infection supervenes it persists until the 
stone is removed. Pyelitis due to stone will sub- 
side and disappear when the calculus is re- 
moved. Pyonephrosis, however, is a permanent 
condition and will require nephrectomy. In 
general, stone in the kidney is a destructive 
process, the degree of destruction being influ- 
enced by infection. 

Perirenal Pathology: 
self in two forms: 

a. Fibrous perinephritis, in which the fatty 
tissue surrounding the kidney is replaced by a 
thick layer of organized inflammatory tissue at 
times becoming very adherent to the kidney sub- 
This process is known as perirenal 


This may manifest it- 


stance. 
sclerosis. 
b. Suppurative perinephritis, in which there 
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is an accumulation of pus around the kidney, 
This is due to the extension of infection from the 
kidney and is known as perinephric abscess. 

Ureteral Pathology: Stone in the ureter may 
or may not obstruct the flow of urine. A round, 
smooth stone is more apt to cause obstruction 
than an irregular or spiculated stone. In like 
manner, a relatively small stone may cause 
greater obstruction than a larger one. Stones 
in the ureter usually become arrested at one of 
the normally constricted points of the ureter, 
ha: 

Opposite the iliac artery, 

At the midpelvic construction, 

In the intramural portion of the ureter. 

The pressure caused by the stone traumatizes 
the wall of the ureter which, in the presence of in- 
fection, may ulcerate. This leads to scarring 
and stricture formation. Thus, a ureter may 
remain pathologic even after a stone is removed 
and will require postoperative treatment. 

Vesical Pathology: Stones in the bladder 
may originate in situ or they may be carried 
there from the kidney. A foreign body in the 
bladder, such as a piece of catheter, catgut, etc., 
may furnish a nucleus around which a stone 
will develop. A stone of renal origin arrested 
in the bladder is evidence of infravesical obstruc- 
tion. A bladder neck with a normal vesical ori- 
fice will usually admit the passage of a calculus 
which has passed through the ureter. After 
reaching the bladder, stones grow by accumula- 
tion of urinary crystals. Infection usually su- 
pervenes and, in the presence of urea splitting 
organisms, there is deposition of triple phos- 
phates. Thus a stone may grow to enormous 
size, occupying the entire bladder and block the 
ureteral and vesical orifices. 

Symptoms of Renal and Ureteral Calculi: Pain 
is the principal symptom. It may be constant, 
localized over the iliocostal space or upper ab- 
dominal quadrant, or it may be colicky in char- 
acter. In renal calculi, the pain radiates most 
commonly to the corresponding iliocostal space 
or upper abdominal quadrant. In ureteral cal- 
culi the colic is of a more typically radiating 


character, extending down the groin to the genr . 


talia or thigh. Reflex symptoms, frequent ac- 

companiments of colic, are: vomiting, profuse 

perspiration, shock, and ileus or meteorism. 
Hematuria is the second cardinal symptom 
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and is the result of trauma produced by the 


stone. Hematuria may be the outstanding and, 
at times, the only symptom of urinary calculi. 
The degree of hematuria varies. It may be gross 
or microscopic. Oxalate stones are the most prom- 
inent in producing hematuria. 

The passing of sand, gravel, or small stones is 
more typical, but a less frequent finding. 

Pyuria is almost always associated with stones, 
and it may be the outstanding feature. There 
may be only a few pus cells seen under the micro_ 
scope, or the pus may be so abundant as to make 
the urine foul. 

Complications: Acute renal infection due to a 
sudden occlusion of the ureter or ureteropelvic 
junction by a calculus. There is sudden severe 
pain over the blocked kidney with tenderness, 
muscular rigidity, palpable enlargement of the 
kidney, high temperature and other symptoms 
indicating systemic infection. 

Calculous Anuria manifesting itself by a sud- 
den stoppage of urine in the course of calculous 
disease of the urinary tract. The following are 
the most frequent causes: 

a. A stone impacted at the ureteropelvic 
junction or ureter causing complete obstruction, 
with reflex inhibition of urinary output on the 
opposite side. 

b. Both pelves or ureters may be blocked by 
stones. 

c. There may be a blocking of a solitary 
kidney, the latter being congenital or the result 
of nephrectomy on the opposite side. 

Calculous anuria may present two distinct 
clinical pictures. There may be absence of symp- 
toms, anuria being the only complaint, until the 
“period of tolerance” is suddenly terminated and 
convulsions, stupor and coma appear rapidly, 
followed by death. In the second group symp- 
toms of intoxication appear early with nausea, 
Vomiting, muscular twitchings and hiccup. If 
the obstruction is not relieved the patient makes 
his exitus in a manner similar to that of the first 
group. 

Silent Cases. These present no symptoms, and 
are found accidentally during a radiographic ex- 
amination for some other condition. This group 
is becoming more common with the more fre- 
quent use of x-ray. 

Bladder Calculi may present the symptoms of 
frequency, dysuria, hematuria, sudden stoppage of 
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urine, pain radiating to the glans penis, urgency, 
tenesmus, ete. 

Diagnosis: Deaver states that the possibility 
of renal or ureteral stone should be considered in 
every case of obscure abdominal pain. The diag- 
nosis of renal and ureteral calculi is based upon: 

1. The clinical history. 

2. Cystoscopy and radiography, including the 
use of opaque ureteral catheters and pyelography, 
either retrograde or intravenous. 

Clinical History: With the exception of the 
passing of gravel there is no symptom that is 
pathognomonic of urinary calculi. Any of the 
symptoms as pain, hematuria, etc., are of great 
value as pointing to some pathologic condition 
in the urinary tract. One must remember, 
however, that any or all of the symptoms seen 
in calculous disease are just as likely to be present 
in other lesions of the urinary tract. In other 
words, it is necessary to differentiate each symp- 
tom from a similar one in other conditions within, 
or adjacent to, the kidney, ureter and bladder. 

Other renal and ureteral conditions in which 
pain may be a prominent or the principal symp- 
tom are: tuberculous and non-tuberculous infec- 
tions of the kidney, nephritis dolorosa, neo- 
plasms, hydronephrosis, strictures of the ureter, 
ureteral obstruction caused by anomalous ves- 
sels, Dittl’s crisis, cystic dilatation of the lower 
end of the ureter, etc. 

The extra-urinary conditions giving pain, to 
be differentiated, include: appendicitis, salpin- 
gitis, biliary calculi, tabes, spondylitis, aneurysm 
of the renal vessels, and intestinal obstruction. 

Conditions to be differentiated because of 
hematuria include neoplasms, tuberculo~s and 
non-tuberculous infections of the kidney, hydro- 
nephrosis, and chronic bleeding nephritis. 

Cystoscopy and Radiography: These two pro- 
cedures supplemented by the use of opaque 
ureteral catheters and uretero-pyelography are 
the most valuable methods for the diagnosis of 
calculi at the present time. With the cystoscope 
one may see bladder stones which are not visual- 
ized with the x-ray. One may see a stone pro- 
jecting from the ureteral orifice, the presence of 
a diverticulum, or other bladder pathology of 
importance either in giving a clue as to etiology 
or as to the manner of approach in treatment. 
By means of meatoscopy and ureteral catheter- 
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ization we may estimate the amount of infection 
and determine the function of each kidney. 

Radiography enables us to determine the size, 
shape, location and probable composition of a 
calculus, whether it is fixed or migrating. With 
the aid of uretero-pyelography, either retrograde 
or intravenous, we may determine the degree 
of kidney damage and whether the affected kid- 
ney is normally developed and located, or is the 
seat of some anomaly—information almost in- 
valuable when surgery is contemplated. 

According to the shadows on the x-ray film, 
urinary calculi may be divided into three groups: 

a. Those which are impermeable and give 
good shadows. ‘These are calcium carbonate, 
oxalate, and phosphate. 

b. Those which are partly permeable and 
give faint shadows. These include ammonium, 
magnesium, and sodium phosphates, and urates 
mixed with calcium. 

ce. Those which are very permeable and give 
no shadows. This group includes uric acid, 
urates, cystin, and xanthin. 

Approximately eighty-five per cent. of all 
urinary calculi cast shadows and can be seen on 
the x-ray plate. 

Occasionally, it may be questionable whether 
a shadow is located within or outside of the 
urinary tract. This is usually determined by in- 
serting opaque ureteral catheters, and exposing 
two or more radiographic films at different 
angles. The principal extra-urinary shadows 
that may cause confusion are: Biliary calculi, 
calcified retroperitoneal lymph nodes, phleboliths, 
areas of calcification in the renal vessels, pan- 
creatic calculi, semi-organized blood clots with 
calcareous deposits, appendiceal concretions, 
teeth in a dermoid cyst, and areas of calcifica- 
tion in the ovary, or fibroid uterus. 

The wax-tipped ureteral catheter is, at times, 
very helpful in the urologic examination. It is 
used for the purpose of detecting stones in the 
urinary tract which do not cast shadows. In 
brief, it is a catheter which is waxed at its tip, 
and scratches from these stones are impressed 
upon the wax. 

Treatment: Prophylactic treatment aims to 
prevent the precipitation of stone forming crys- 
tals in the urine, and the recurrence of stones 
after their surgical removal. Vital as these are, 
it must be admitted that, at the present time, 
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we are practically helpless in accomplishing 
either of the two objectives. We can not prevent 
the elimination of stone forming salts in the 
urine with any form of diet. These salts must 
necessarily be present in the urine and in suffi- 
cient quantities to form calculi if conditions are 
favorable. Therefore, it is very questionable 
whether diet has any influence on stone produc- 
tion. Suggestions that may profitably be car- 
ried out for prophylaxis are: 

To reduce, but not eliminate, the intake of 
substances giving rise to stone forming salts in 
the urine. Generally speaking, these foods are 
milk, cheese, eggs and almost all vegetables. 

To render the urine more dilute by ingestion 
of large quantities of water. 

To furnish vitamin A, either in natural foods 
or artificially in concentrated form. 

To keep the urine acid in order to prevent 
phosphatic deposits. If the alkalinity is caused 
by infection, medicaments will not acidify the 
urine. The infection will have to be eliminated 
by treatment as indicated in the particular case. 

To remove all foci of infection. 

To correct any tendency to abnormal fermen- 
tation in the bowel. 

Cystin stones are most amenable to treatment. 
Since they are due to faulty protein metabolism, 
the patient should be put on a strictly vegetable 
diet. The urine should be kept strongly alka- 
line, since cystin is soulble in alkaline solutions. 

The correction of anatomic or pathologic con- 
ditions which may lead to stasis or obstruction 
is of prime importance, and includes: nephrop- 
tosis, anomalous vessels, stricture of the ureter, 
stenosis of the ureterovesical orifice, persistent 
upper urinary tract infection, etc. 

Medical Treatment is practically limited to 
the relief of symptoms, the most prominent of 
which is colic. Colic may be treated with mor- 
phine. However, large and repeated doses may 
be required to give relief. We at times may ob- 
tain immediate and striking relief by passing 4 
ureteral catheter past the stone which causes the 
obstruction. 

Instrumental Treatment: Ninety per cent. of 
all kidney and ureteral calculi will pass by the 
natural route, either spontaneously or with the 
help of cystoscopic manipulations. If, on cys 
toscopic examination, it is found that a calculus 
is projecting from the lower end of the ureter, 
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an attempt should be made to dislodge it with a 
ureteral catheter, bougie, or forceps. Failing in 
this, the ureteral orifice may be enlarged by 
fulguration or by slitting it with cystoscopic scis- 
sors or knife. If the calculus is located in the 
ureter above its vesical orifice, instruments 
(catheters, bougies, dilators) may be passed in 
increasingly larger sizes. Glycerin or oil is 
usually injected through the catheter to facili- 
tate the passage of the stone. In certain cases 
it may be advisable to leave the bougie in place 
twelve hours or more. Stones may be painfully 
slow in their passage, but if a stone shows prog- 
ress down the ureter, repeated ureteral instru- 
mentation is indicated rather than operative in- 
terference. 

The non-operative methods make a particular 
appeal in cases of bilateral calculi, multiple 
calculi, recurrent calculi, and in patients who 
are not good operative risks. 

The dangers of instrumental manipulations are 
infection and injury to the ureter or kidney. 
Stasis above the stone favors infection. It is 


essential, therefore, that rigid asepsis be ob- 
served. It is also essential to use great caution 


not to injure the ureter; one should not use in- 
struments which are too stiff or which have sharp 
angular projections. 

Vesical Calculi are often voided with the urine. 
It is remarkable how large a calculus may pass 
through the urethra without difficulty. Where 
bladder neck obstruction is present, there is 
much less chance for a calculus to pass. Some- 
times, after having left the bladder, calculi may 
be arrested in the prostatic or pendulous urethra 
especially behind a congenitally narrowed mea- 
tus. 

If there are no contraindications, crushing 
with the cystoscopic lithotrite is the method of 
choice in the treatment of vesical calculi. Some 
of the chief contraindications for litholapaxy 
are: Prostate or bladder tumor, stone encysted 
in a diverticulum, sepsis of the bladder with 
residual urine, trabeculations or cellules, and very 
large stones. Persistence of obstruction, vesical 
pouches, and incomplete removal of fragments 
are frequent causes of recurrence of vesical cal- 
culi. Care should be taken, therefore, to remove 
thoroughly every fragment and to correct any 
obstruction by appropriate treatment. 
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Operative Treatment: The indications for 
surgical treatment are: 

Calculous anuria not relieved by non-operative 
means. 

Acute pyelonephritis complicating unilateral 
or bilateral calculi, when the use of the indwell- 
ing ureteral catheter has not afforded the neces- 
sary drainage. The above two conditions are 
emergency cases. 

Stones showing rapid enlargement, and those 
already too large to pass. Stones larger than 
one cm. in diameter usually will not pass spon- 
taneously. 

Impacted stones. 

Stones, regardless of size, doing serious dam- 
age to the kidney. 

Sepsis. 

It must be remembered that no stone in the 
urinary tract is harmless, and that early re- 
moval of renal and ureteral calculi is the most 
conservative treatment, from the point of view 
of saving renal tissue. 

In bilateral nephrolithiasis, in stone in a single 
or horseshoe kidney, and in silent stones without 
infection or diminished renal function, the tend- 
ency is toward conservatism unless an acute 
emergency develops. 

The type of operation to be performed will de- 
pend upon many factors. These are: location, 
size, and number of stones, anatomic and patho- 
logic characteristics of the kidney, the condition 
of the opposite kidney, the condition of the pat- 
ient, and the previous history of stones. 

Post-operative treatment aims to prevent re- 
currence of stones. This part of the treatment 
is very often slighted, but is of utmost impor- 
tance. In brief, it consists of remedying the two 
most significant predisposing factors in stone 
formation, namely, infection and stasis. After 
a ureterotomy, the ureter should be dilated with 
bougies, to prevent stricture formation. Infec- 
tion should be combated by pelvic lavage, urin- 
ary antiseptics, etc. Every possible etiologic 
factor should be carefully weighed and treat- 
ment applied as outlined under prophylaxis. 

Summary: 1. The etiology of urolithiasis is 
still obscure. Stasis and infection of the urinary 
tract are the two outstanding factors in the causa- 
tion of stone. 

2. The majority of stones are composed of a 
mixture of the various urinary salts. Approxi- 
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mately eighty-five per cent. of all stones can be 
visualized with the x-ray. 

3. Stones in the urinary tract will cause 
pathologic changes in the tissues eventually. 
The degree of damage will depend upon the 
amount of obstruction and infection. 

4. The diagnosis of stone can be made with 
certainty in practically all cases, if the condi- 
tion is kept in mind. Cystoscopy and urography 
are our chief aids. 

5. In the treatment, prophylaxis should be 
stressed, remembering that urolithiasis is essen- 
tially a symptom of some underlying pathologic 
process. Instrumental treatment will assist in 
the passage of most stones so that surgery will 
become limited practically to emergencies. ‘T'o 
prevent recurrences, postoperative treatment 
should not be neglected. 


9 S. Kedzie Ave. 
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CHICAGO 
Intractable 


post-spinal-anesthetic headache, 
although not a frequent complication of the 
present day accepted spinal anesthetic technique, 
does occur at some time or other in a given series 


of cases. In reporting this complication, Bab- 
cock, Jones,? Stokes,’ and others, have com- 
mented on the very mild or even the absence of 
this distressing symptom in their series of cases. 
My results were similarly fortunate until the 
alministration of my 1136th spinal anesthetic. 
This patient developed a severe, persistent head- 
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ache which lasted for thirteen days and was not 
amenable to the usual management of this type 
of condition. In a perusal of the literature I 
found many salient facts pertaining to the sub- 
ject of post-spinal-puncture headache, and they 
are here compiled to make available at a glance 
the various thoughts on this interesting topic. 

The Immediate Cause of Post-Spinal-Punc- 
ture Headache. The incidence of headache fol- 
lowing ordinary diagnostic spinal puncture may 
be expected in from 15-25% of one’s series ac- 
cording to Frazier,* while Parker® and Heldt' 
record 20%. Subsequent to spinal anesthetic, 
headache, as stated by Campbell,” may be ex- 
pected in less than 3%. Despite the fact that 
diagnostic spinal puncture and spinal anaesthesia 
are quite dissimilar processes, the mechanism in- 
volved in the production of headache is the same 
in both instances, and clinically as well as ex- 
perimentally has been proved to be due to the 
seepage of spinal fluid through the spinal punc- 
ture wound in the dura. 

Nelson® was able to reduce the incidence of 
postpuncture headache from 17.4% in a control 
series to 4.9% in his experimental group, by the 
ingenious method of inserting pieces of catgut 
of varying lengths into the hole left by the punc- 
ture needle in the posterior wall of the spinal 
canal. In reporting his results, he showed that 
in his control group of ninety-two patients, six- 
teen of these or 17.4% developed typical post- 
puncture headache. In his experimental series 
upon which he used the catgut, only five of the 
102 patients developed the typical headache. In 
commenting on these results, Nelson states: 
“The low incidence of postlumbar puncture 
headache in patients in whom catgut is inserted 
at the lumbar puncture, supports the hypothesis 
that leakage is the cause of postpuncture head- 
ache.” 

Working along similar lines, Heldt,° following 
the introduction of anhydrated catgut into the 
puncture hole, reported no headache subsequent 
to spinal puncture in a series of fifteen cases, 
while in a control group two cases developed 
severe headaches. 

Heldt went a step farther in his experimenta- 
tion, and proved that spinal fluid does escape 
from the puncture hole in the dura into the 
epidural spaces. In a considerable number of 
cases he did a secondary puncture from three 
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hours to five days following the first puncture. 
At the time of the second puncture the needle 
was inserted only to the depth of the epidural 
space (verified by manometric observation) and 
from it spinal fluid was repeatedly recovered 
that had leaked into it (the epidural space) from 
the previous puncture. In another of his experi- 
ments he inserted a large canula of the Hoyt 
type in the epidural space and in the same inter- 
space just above the Hoyt canula, an 18 or 19 
gauge needle was inserted into the subarachnoid 
space. ‘The spinal needle was then withdrawn 
from the spinal canal and it was noticed that 
no fluid escaped from the Hoyt canula, but 
when both jugulars were compressed, spinal fluid 
dropped from the previously dry canula. Heldt, 
in commenting on this experiment, states: “To 
do so, the fluid must escape from the puncture 
hole in the dura mater into the epidural space 
and out through the Hoyt canula. This and 
other observations have convinced us that leak- 
age of spinal fluid into the epidural space after 
lumbar puncture is an established fact... .” 
In his conclusion, he adds: “Spinal fluid leakage 
from the hole in the dura following lumbar 


puncture is an important casual factor in post- 
lumbar puncture headache.” 

Kennedy® studied the actual process of thecal 
puncture on an anesthetized calf on whom the 
lower thoracic cord had been exposed by laminec- 


tomy. He followed the technique of puncture 
as used in the human subject and injected a 
brilliant green dye in order to observe more 
readily the behavior of the spinal fluid. He 
noted that immediately after the withdrawal of 
the needle, there was a sharp gush of fluid which 
ceased quickly when a fine needle was employed, 
while after the use of an 18 gauge needle, slight 
oozing persisted at the end of an hour in two 
of five cases. 

Various other unimportant factors have been 
enumerated by numerous authors and as a mat- 
ter of record are merely mentioned here in pass- 
ing. Nelson® disproved the effect in the produc- 
tion of headache of (a) differences in patients 
with respect to sex, weight and temperament; 
(b) amount of fluid withdrawn; (c) difficulty of 
inserting needle in the canal; (d) presence or 
absence of fresh blood in the fluid removed. 
MacRobert?® adds to these the position of the 
patient during puncture, the degree of existing 
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pressure in the spinal fluid at the time of punc- 
ture, and the disease condition of the patient. 
DeCourcy"? comments on the unimportance of 
present day spinal anesthetic drugs in the causa- 
tion of post-spinal-anesthetic headache. 

From the work of these authors, it must be 
conceded that post-lumbar puncture headache is 
established as due to the seepage of cerebrospinal 
fluid from the puncture wound in the dura. 

The Physiology of Spinal Puncture Headache. 
Clinically, two important types of postpuncture 
headache have been recognized, and include (a) 
that caused by a decrease in the cerebrospinal 
fluid pressure, and (b) that caused by an in- 
crease in the cerebrospinal fluid pressure. 

In considering the mechanism involved in the 
production of postpuncture headache due to de- 
creased cerebrospinal fluid pressure, the theory 
advanced by MacRobert*® appears the most fea- 
sible and is concerned primarily with the closure 
of the puncture hole in the dura mater. Briefly, 
his explanation, in abstract, is as follows: The 
spinal puncture needle which penetrates the 
tough dura mater leaves a clean-cut hole. ,The 
arachnoid tissue, as it drops from the point 
of the departing needle, is swept snugly against 
the dura mater by the pressure of the fluid 
within, thus blocking the hole. If the puncture 
hole is not blocked, it is because the delicate 
arachnoid membrane clings around the retreat- 
ing needle and is pulled through the hole in the 
dura mater, thus forming a wick or spout for 
the drainage of spinal fluid. 

With the cerebrospinal fluid constantly leak-: 
ing into the epidural spaces for a week or so 
subsequent to the spinal puncture, the fluid 
support of the base of the brain is destroyed, 
allowing the forcible descent of the pons on the 
clivus when the patient sits up. The basilar 
plexus on the clivus of the occipital bone is 
formed by an extensive anastomosis of flat 
venous plexuses which depend on the cushion of 
cerebrospinal fluid to keep off the pressure of the 
pons which is directly above. When the patient 
sits up, and the cushion of fluid is absent, the 
weight of the brain is suddenly imparted through 
the pons to the communicating plexus, forcing 
the blood about to leave the skull to turn back 
and travel by other congested channels. Mac- 
Robert explains the headache at this point, as 
follows: “The sudden onset of severe headache 
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when the patient sits up can now be understood 
as due to the rise of pressure in the cerebral 
veins; its entire relief when the patient lies 
down is due to the fall of pressure when the 
weight is removed from the veins on the clivus.” 


Another theory which pertains to an inhibi- 
tion of the secretory power of the choroid plexus 
has been advanced by Dana’* and Zappala.%* 
The latter reports a study of one hundred pa- 
tients presenting cephalalgia following spinal 
anesthesia, in which he found a marked hypo- 
tension in a majority of them. 

The headache due to an increase in cerebro- 
spinal fluid pressure has been conceded by Still- 
well,’* Anderson,’® Pitkin,’® and others, as being 
due to meningeal irritation, unquestionably from 
poor technique in the performance of the spinal 
puncture. Kennedy® offers his suggestion for 
the mechanism. involved in its production, as 
follows: “The leakage of cerebrospinal fluid 
from the dural puncture is greatest during the 
first 21-24 hours. The leakage stimulates the 
choroid plexus to pass into the cerebrospinal 
fluid spaces an increased amount of fluid. This 
addition of fluid does not cease immediately 
after the puncture has become sealed, and thus 
the condition of increased intracranial tension 
arises.” 

The Symptoms of the Different Types of Post- 
puncture Headache. Evans,!" "8 has published 
an elaborate and complete description of the 
various types of postpuncture headache and a 
brief resumé is given. He divides the headache, 
following spinal anesthesia into (a) lumbar 
puncture headache, or that due to decreased cere- 
brospinal fluid pressure; (b) meningitic head- 
ache, or that due to increased cerebrospinal fluid 
pressure, and (c) meningeal reflex headache, a 
mild, transient type. 

Iumbar Puncture Headache is the most com- 
mon and is characterized by an occipital or 
parietal headache, appearing the first twenty- 
four hours after operation and gradually increas- 
ing in severity. The headache is worse when the 
head and shoulders are raised, but completely 
disappears when the head and shoulders are low- 
ered. No drugs give sufficient relief to allow the 
patient to sit up and do any form of work. 
A lumbar puncture during the course of the 
headache will show a hypotension of the cerebro- 
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spinal fluid and the fluid will show a decrease 
in the cell count and globulin content. 

The Meningitic Headache (if a pure drug is 
used) is characterized by a stiff neck and photo- 
phobia and other symptoms of meningeal irri- 
tation, and although it is made worse by raising 
the head and exercise, it is not relieved to any 
extent by lowering the head. This type of head- 
ache, however, may be relieved by the use of the 
ordinary sedatives. A lumbar puncture during 
the course of the headache shows an increase in 
the spinal fluid pressure and an increase in cells 
and globulin content. 

Meningeal Reflex Headache, is the mild head- 
ache which occurs two to three hours after the 
spinal injection and is usually gone by the third 
postoperative day. This type is irrelevant and 
not considered in this discussion, as it does not 
come under the category of intractable headache. 


PROPHYLACTIC MEASURES 


The reported decrease in the incidence of post- 
puncture headache following diagnostic spinal 
puncture (15%-25%) as compared to that oc- 
curring subsequent to spinal anesthesia (less 
than 3%) has been brought about by the observ- 
ance of certain precautionary measures. Ander- 
son’® and others advocate the absolute immo- 
bility of the patient while the spinal needle is 
being inserted and during the time it is in the 
spinal canal to obivate tearing a rent in the dura 
mater. Hvans,‘*** recommends the Trendelen- 
burg position for twenty-four hours after the 
puncture to facilitate the formation of a fibrin 
clot to close off the dural puncture hole. Pitkin” 
and his many followers use the Pitkin needle of 
rustless steel, 20-22 gauge, with a short bevel of 
45°, the rear portion of which is rounded so that 
it cuts a trapdoor in the dura which closes by the 
intradural pressure when the needle is with- 
drawn. Kennedy® advised against withdrawing 
the spinal needle with a jerk, especially if done 
without the introduction of the stilette, as the 
aspirating effect of the opening end of the needle 
is liable to suck the free edge of the flap right 
through the puncture hole in the dura and thus 
create a definite opening. MacRobert*® proves 
the value of rest in bed of eight days to two 
weeks postoperatively, by citing as an example 
operations on the spinal cord in which much 
spinal fluid is lost, stating: “That after spinal 
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cord operations the patient is kept on his back 
for at least two weeks; lumbar puncture head- 
ache is not in evidence while the patient is on 
his back, and the situation responsible for it, 
whatever it is, is never present, even in the worst 
cases, for as long as two weeks.” 


TREATMENT OF POSTPUNCTURE HEADACHE 


Evans'* *® has gone into quite detailed ac- 
count of the management of each type of head- 
ache, which briefly is as follows: 

Meningitic Headache, or that due to increased 
cerebrospinal fluid pressure, includes (a) keep- 
ing patient flat in bed with an ice bag to the 
head; (b) elimination of all excitement and 
stimulating drinks; (c) repeated lumbar punc- 
ture to relieve the spinal fluid pressure; (d) 
diuretics, cathartics and hypertonic salt solutions 
by mouth and intravenously, if necessary. 


Anderson,'® Koster,’® and others, include reten- 
tion enemas of six ounces of a 50% solution of 
magnesium sulphate, repeated every four hours 
if necessary, in this regimen. 

Lumbar Puncture Headache, or that due to 
decreased cerebrospinal fluid pressure, is man- 
aged by Evans in the mild cases by (a) placing 


the patient in Trendelenburg position for twen- 
ty-four hours; (b) removing all forms of stimu- 
lation and excitement; (c) injecting intramus- 
cularly one ampule of surgical pituitrin or ephe- 
drine hydrochloride 3% gr. (0.024 grams) .to 34 
grs, (0.048 grams). In the more severe cases 
he advocates (a) hypotonic solution of saline 
intravenously, about 100 ce. of a 0.5% sodium 
chloride; (b) forcing fluids, one glass of water 
every hour by mouth, and if this is impossible, 
to give 1000 cubic centimeters every six hours 
by the Murphy drip. 

Various other authors have attempted to treat 
the headache due to decreased cerebrospinal fluid 
tension by the direct restoration of the spinal 
fluid pressure to normal. Frazier* suggests an 
isotonic solution directly into the spinal canal. 
Heldt® injected twenty to thirty cubic centi- 
meters of distilled water or normal saline into 
the epidural space, interrupting the headache 
temporarily from 3-48 hours. Zapalla** found 
that intravenous and subcutaneous injections of 
caffeine, ephedrine, epinephrine-ephedrine, and 
ergotamine tartrate have only an evanescent 
effect, while the intradural injection of a 1% 
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solution of dextrose causes the headache to dis- 
appear during the injection and when the mercu- 
rial manometer shows a pressure of from 21-23. 


REPORT OF A CASE 


Mrs. M. D., white, aged 30 years, a patient of Dr. 
McDonald Scott, was admitted to the Mother Cabrini 
Hospital on March 26, 1934, for an emergency appen- 
dectomy. I administered the spinal anesthetic, intro- 
ducing 3 cubic centimeters (300 mgs.) of spinocain in 
the third lumbar interspace, with the patient in the 
lateroercumbent position in accordance with the tech- 
nique as advocated by Pitkin.” A laparotomy was 
performed by Dr. Scott, who attended her  subse- 
quently. The post-operative course was uneventful 
until April 2, 1934, the seventh postoperative day, 
shortly after her sutures were removed and she was 
allowed to recline propped up on pillows. After hav- 
ing assumed this semi-reclining position for about 
fifteen minutes, she developed a slight headache which 
was relieved immediately by five grains each (0.324 
gms.) of acetylsalicylic acid and amidopyrin. The fol- 
lowing morning, April 3, 1934, she was placed in a 
wheelchair and in about ten minutes after assuming 
this sittting position, her head began to ache severely 
and she asked to be put back to bed. She was given 
two doses of acetylsalicyclic acid and amidopyrin, grains 
5 each, at four hour intervals, and this relieved her 
headache sufficiently that afternoon to allow her to go 
home sitting up in a taxicab. However, as soon as 
she arrived home, the headache returned with increas- 
ing severity and she immediately retired, getting prompt 
relief as soon as she assumed the recumbent position. 

The course from this time on was progressively 
worse. Any attempt on her part to raise her head 
would cause a severe headache, which would subside 
as soon as she lowered it again. She could not tolerate 
a pillow under her head, as this would induce a head- 
ache. Dr. Scott attended her daily, administering sub- 
cutaneously and intravenously such preparations as caf- 
feine, pituitrin, ephedrin and epinephrine with only 
slight relief, and he found further that this was one 
headache he was unable to relieve with any form of 
sedative or narcotic. On April 14, 1934, the 21st post- 
operative day and the 12th day following her first 
headache, the patient showed signs of exhaustion, which 
was due to her inability to sleep, as the mere turning 
around in bed to assume a more comfortable position 
would produce a headache that would arouse her. 

She was readmitted to the Mother Cabrini Hospital 
at 3 p. m. on April 14, 1934, and the only finding of 
significance was a slight rigidity of the neck when the 
head was flexed. I proceeded to do another spinal 
puncture, using a 17-gauge needle which had been 
salvaged from an unusued antimeningococcic serum 
package, but encountered great difficulty in drawing 
spinal fluid, despite the fact that I “felt sure” I was 
in the subarachnoid space. However, after waiting one 
or two minutes, rotating the needle the meanwhile, the 
fluid finally did drop out of the needle, but it was 
blood tinged and each drop appeared about 20-25 
The stilette was replaced while a 
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smear of the spinal fluid was examined for organisms. 
None was found. A fifteen cubic centimeter vial of 
antimeningococcic serum was attached to the needle 
and the serum allowed to flow into the canal by grav- 
ity. She complained bitterly of a backache as well as 
a headache, after this operation, and it was necessary 
to give her %4 grain (0.0162 grams) of morphine by 
hypodermic for relief. She spent an uneventful night 
and in the morning, April 15, 1934, she awakened much 
refreshed and was able to eat her breakfast propped 
up on a backrest, with no complaint of headache, but 
of a slight backache. She spent an uneventful day and 
the folowing morning she was discharged from the hos- 
pital, walking to a waiting taxicab unassisted and 
without backache or headache. 

For four days following her discharge from the hos- 
pital the last time, the patient was in the best of health 
and completely relieved of her previous annoying symp- 
toms, but on the fifth day (the sixth day following the 
injection of the serum) she developed a severe serum 
reaction consisting of a generalized urticaria of giant 
wheals, associated with pruritus that almost drove her 
to distraction. This condition persisted for three days 
in spite of all of the treatment to combat it, and she 
stated frankly that as bad as the headache was she 
would prefer it to this terrible itching condition. On 
the 4th day following the first appearance of the rash 
she cleared up entirely and since that time she has been 
able to work and be up and about. 


COMMENT 


The explanation advanced by MacRobert rel- 
ative to the ultimate healing of the dural hole 
with the protruding “wick” of arachnoid tissue, 
in my opinion, has left several factors unex- 
plained. He presupposes that the arachnoid 
tissue clings to a highly polished needle, that the 
dural hole retracts and enlarges sufficiently in 
circumference to allow this clinging membrane 
to come through with the departing needle, and 
finally, this wick which has been thus formed 
closes off in some manner while still protruding 
through the dural hole despite the fact that the 
spinal fluid is seeping through continuously. 

In the reports of Nelson* and others who have 
examined the dura mater in humans following 
spinal puncture, none has observed the arachnoid 
adherent and protruding through the dural hole, 
although the puncture holes have been unmis- 
takably identified. The formation of the trap- 
door or flap as recorded by Pitkin?° and verified 
by Kennedy® and others, seems to me to be the 
logical basis for the continued loss of spinal fluid 
following spinal puncture, with the resultant 
headache. 
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The sequence of events as I interpret them 
are as follows: The trapdoor or flap formed by 
the spinal puncture needle is impinged upon by 
the arachnoid tissue, either by the suction created 
by the retreating needle or by the intradural 
pressure. This makes it impossible for the trap- 
door to close and thus creates a direct channel 
between the subarachnoid and epidural space 
through which the spinal fluid leaks. The possi- 
bility of the closure of the dural hole under these 
circumstances is quite remote. However, with 
the continuous seepage of spinal fluid from day 
to day, and the resulting decrease in cerebro- 
spinal fluid pressure, it becomes apparent that 
the once tense arachnoid sac eventually becomes 
lax and flabby. Spontaneous disengagement of 
the arachnoid from the trapdoor may occur at 
such a time when the cerebrospinal fluid pres- 
sure has decreased sufficiently to allow the arach- 
noid tissue to fall away from its attachment. 
The flap thus released drops back into its normal 
position, closing the aperture and preventing the 
further leakage of spinal fluid with the resultant 
spontaneous cessation of the headache. 

Another mechanism (most probably the one 
instrumental in the case reported) pertains to 
the introduction of a blunt end spinal needle or 
a large calibered spinal needle through the dura 
mater and against the lax and flabby arachnoid. 
This- membrane will “give way” considerably 
before it can be punctured and during this proc- 
ess of “giving way,” the arachnoid will be liter- 
ally pulled away or dislodged from its attach- 
ment to the trapdoor, allowing it to fall back and 
close the aperture. Another feature which must 
be considered is the introduction of a fluid whose 
viscosity is greater than that of spinal fluid 
which aids in plugging up the dural hole and 
the consequent relief of the headache. 

With the numerous refinements in the tech- 
nique of spinal puncture and the increased 
knowledge of the causation of spinal puncture 
headache, the incidence of postpuncture headache 
shows a marked decrease. In my series of 1136 
patients to whom spinal anesthetics were admin- 
istered, only one developed a typical headache, 
an incidence of less than 0.1%. 

The recent trend of treatment of headache due 
to decreased cerebrospinal fluid pressure points 
to the use of intraspinal therapy to bring the 
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pressure up to normal, and a consideration of 
the fluid to be used is most timely. The anti- 
meningococcic serum used in my case was a 
valuable emergency aid in the immediate treat- 
ment of the headache, but the severe serum 
reaction which followed almost precludes its use 
routinely. The 1% solution of dextrose advo- 
cated by Zapalla and which proved so successful 
in his series of cephalalgia, could be of great aid 
if it were available for immediate general use. 
An ideal fluid, in my opinion, would be one that 
was non-irritating and non-toxic, with a viscosity 
greater than spinal fluid and available in easily 
accessible and sterile form, preferably in vial 
containers similar to those used for intraspinal 
therapy at the present time. 


Mother Cabrinia Memorial Hospital, 1200 Gilpin 
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POISONOUS SPIDER BITES IN ILLINOIS 
WITH CASE REPORTS 


Tom Krirxkwoop, M. D. 
LAWRENCEVILLE, ILL. 


The Lactrodectus mactans, or Black Widow 
spider, is common in Illinois during the summer 
and autumn months. Its bite produces an acute 
poisoning which simulates the clinical picture 
seen in acute surgical conditions of the abdomen 
to such an astonishing degree that every one 
should be familiar with it. Bogen’ is authority 
for the statement that some of these cases of 
spider poisoning have been operated on, by mis- 
take, for such conditions as acute appendicitis, 
perforating gastric or duodenal ulcer, acute 
pancreatitis, etc. Other cases have been mis- 
taken for biliary or renal colic, the above men- 
tioned diseases or acute poisoning of various 
sorts. From the standpoint of differential diag- 
nosis alone, poisoning from the bite of the Black 
Widow is well worth one’s acquaintance. 

During the last three years, four cases of 
poisoning due to the bite of the Black Widow 
have come under my observation. Several others 
have been seen by physicians in this community. 
According to Bogen? this spider has not been 
previously identified in Illinois, and it neces- 
sarily follows that poisoning due to its bite has 
not been heretofore reported from this state. 
McShane® confirms this statement. Many cases 
of poisoning from spider bites (250) have been 
reported from California. More than a hundred 
cases have been reported from various southern 
states and from the southwest. It is either rare 
in the northern part of the United States or 
has not been recognized. One case has been re- 
ported from Ohio, two from Pennsylvania, one 
each from Maryland and Massachusetts, two 
from Kansas, and one from Colorado. No cases 
have been reported from the states bordering 
Illinois, or from other nearby states such as 
Michigan and Minnesota. The Black Widow 
has not been identified in any of these states 
excepting Kentucky and Missouri. In Bogen’s* 
last. comphehensive report on this subject, he 
lists a total of three hundred and eighty cases 
reported from eighteen states. Seventeen deaths 
occurred in this group. 

Palmer® says: “Spider poisoning presents so 
vivid a clinical picture that, once seen, it will 
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never be forgotten. When you see one case you 
see all.” This applies to the cases I have seen. 
There is usually a stinging sensation, or a sensa- 
tion like a pinch, at the location of the bite. 
Since the pain extends by continuity from the 
location of the bite before becoming generalized, 
Bogen® suggests that the venom is carried by the 
lymphatics. In thirty minutes or an hour after 
being bitten, the pain is quite general through- 
out the body and is very severe. The patient’s 
face is usually red and congested. He is very 
restless and anxious, and breathes with difficulty. 
One of my patients said that he felt as if he 
had a current of electricity running through his 
arms and legs. There are cramps and spasms 
in all of the larger muscle masses of the body. 
This is most noticeable in the muscles of the 
abdominal wall, which are hard and boardlike. 
As a rule the abdominal wall is not tender on 
pressure. The muscle spasms may be intermit- 
tent. The unusual abdominal symptoms may 
lead to needless surgical interference. Having 


seen one patient in whom a gastric ulcer had per- 
forated, and another with a severe case of spider 
poisoning, within a period of two weeks, I can 


easily understand how such a mistake may be 
made. Retention of urine may occur. The pa- 
tient often tosses about on the bed on account 
of the severe agony. The illness following a bite 
may be over in eighteen to twenty-four hours 
in the milder cases, and may last from four to 
seven days in those which are severe. During 
this time there may be a moderate rise in tem- 
perature. The pulse is usually slow. The sys- 
tolic blood pressure is increased as a rule. The 
reflexes are over-active. Constipation is usually 
present. 
CASE REPORTS 

Case 1. R. B., white, male, aged 36 years. Ex- 
cellent physical condition. Bitten on glans penis about 
8 p. m., October 3, 1931, while seated in outdoor toilet. 
Noticed a sharp stinging sensation in the glans and on 
examination found a small red spot just to one side of 
the meatus. Pain noticed in groins in a few minutes 
and within 30 minutes was generalized. His teeth 
chattered. He was very nervous and soon had severe 
muscular cramps in abdomen and legs. At times he 
was delirious. The abdomen was rigid and apparently 
slightly distended. There was a constant bearing down 
sensation in the lower abdomen and retention of urine, 
which required repeated catheterization for relief. 
Three quarter-grain hypodermic injections of morphine 
were given that night before relief was obtained. He 
slept very little. The pain recurred at 11 a. m. on 
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October 4, and a hypodermic injection of one-half 
grain of morphine, and three grains of sodium amytal 
by mouth gave fair relief. There was still a constant 
desire to urinate. Difficulty in breathing was marked 
and the patient tossed and squirmed about on the bed. 

The temperature at this time was 100° F. and the 
blood pressure was 165/90. At one-thirty p. m. on 
October 5 it was necessary to repeat the morphine and 
sodium amytal, and during that day two more doses of 
these drugs were needed for relief of pain and cramps. 
The pulse during the entire illness was slow, never 
exceeding 72. On October 6 the pain was still present 
but much improved and within a few days the patient 
was able to leave the house. There was marked mus- 
cular soreness for a few days, probably as an after 
effect of the cramps. 

Case 2. H. S., white, male, aged 38 years. Ex- 
cellent physical condition. Bitten at 6 a. m., October 
13, 1932, just below left elbow. The spider had 
crawled into his work shirt during the night and the 
bite occurred while the patient was pulling the sleeve 
of the shirt onto his arm. The bite felt like a pin 
prick and left a tiny red spot. Within five minutes 
he felt a pain in the left axilla and in forty minutes 
the cramps started in the abdomen. In an hour the pain 
was general, but most severe in the abdomen and back. 
The patient was short of breath and rolled and tossed 
on the bed. After a paroxysm of pain he would relax 
and feel better for a little while and then the cramps 
would recur and he would have difficulty in breathing. 
The abdomen was board-like. He said he felt as if he 
had an electric current running through his arms and 
legs. One hypodermic of morphine (% grain) and 
three grains of sodium amytal gave very good relief. 
The pain recurred in six hours but was relieved by a 
capsule of sodium amytal and a quarter-grain of mor- 
phine by mouth. The entire attack lasted twenty-four 
hours and there were no after effects other than mus- 
cular soreness and weakness. 

Cases three and four were much like case No. 2. 
One was bitten on the dorsum of the foot while pulling 
on a shoe and the other was bitten just below the left 
axilla. 

As a rule the prognosis in spider poisoning 
is excellent, but in cases of advanced myocar- 
ditis, or in severe renal disease, one of the poison- 
ous bites can easily lead to serious consequences. 

Immediate relief from pain is the principal 
thing called for in treatment. Morphine has 
given good results in the cases reported here and 
its action was aided by the use of one of the 
barbital derivatives. Magnesium sulphate has 
been used intravenously and should give good 
relief from the muscle cramps and spasms. 
Bogen’ reports excellent results from lumbar 
puncture. He has also used convalescent serum 
with good results, but this is not available for 
the usual case. He warns about over-dosing 
patients with drugs in order to obtain relief, as 
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injudicious treatment may cause serious trouble. 
Any treatment applied locally to the bite is ap- 
parently not only useless, but may be dangerous. 
It may open up the tissues to secondary in- 
fection. Warm applications or warm baths are 
always of use in these cases, and give great 
relief. 

Bogen describes the Lactrodectus mactans 
spider as follows:* “Lactrodectus mactans is a 
shiny, coal-black spider usually _ brilliantly 
marked with red or yellow or both. The female, 
which is responsible for the poisonous bites re- 
ported, is often one-half inch in length when 
fully grown, and may stretch its slim glossy 
black legs over as much as two inches. The 
markings vary somewhat, the most constant 
being a bright red patch, shaped somewhat like 
an hour glass, on the ventral surface of the 
abdomen.” During the last two years we have 
kept two large females in glass jars, supplying 
sufficient food and water to keep them in good 
condition. Each prepared one or two egg sacs 
and within about one month after these were 
completed, young spiders, grayish in color, 
emerged from them in great numbers. If this 
is allowed to occur in a dwelling a heavy in- 
festation with Lactrodectus mactans is most cer-; 
tain to follow during the next year. The adult 
spiders are usually found in out-buildings, under 
stones, and along fences. In late summer and 
in the autumn there is a tendency for the spiders 
to enter dwelling houses, possibly because flies 
and insects are more easily found near dwellings 
at this time of year. In dwellings the spiders 
often crawl into shoes, and clothing or even 
into beds. In October and November the search 
for warmth may attract the spiders to these 
places. During the warmer months the spider 
often builds its ragged and irregular web below 
the openings in the seats of out-door toilets. 
This accounts for the frequent cases in which the 
bite occurs on the penis. The poison sacs of the 
Lactrodectus mactans are greatly enlarged, 
probably accounting for the seriousness of its 
bite. The poison ejected from these sacs is a 
neurotoxin and is more potent than the venom 
of the rattle snake.® 2° 


CONCLUSIONS 
1. The Lactrodectus mactans spider is com- 
mon in Illinois during the summer and early 
autumn. 
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2. Its bite produces a clinical picture which 
is easily mistaken for such abdominal catastro- 
phies as perforation of gastric or duodenal ulcers 
or the appendix, and may lead to needless opera- 
tive procedures, if not correctly diagnosed. 

3. This spider should be recognized and 
killed when found in dwelling or in out-houses. 


1209 State Street. 
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RUPTURE OF QUADRICEPS TENDON 
ABOVE PATELLA WITH SURGICAL 
REPAIR 
F. G. Murpny, M. D. 

CHICAGO 

While a tension fracture of the patella, which 
is considered a sesamoid bone in the quadriceps 
tendon, is a fairly frequent injury, rupture of 
the tendon either below or above the patella is 
quite rare. Lenormant and Olivier state that it 
occurs in patients over 40, whose muscles are 
weakened by advance of years or diseases such as 
arthritis, diabetes and arteriosclerosis. 

The direct cause of rupture may be a strong 
pull of the quadriceps due to muscular effort or © 
to a direct blow. Four muscles converge at this 
area; the vastus medialis, the vastus lateralis, 
the vastus intermedius and the rectus femoris. 
The three vasti form a fascial sheath which unites 
to the upper portion and sides of the patella in 
the form of tendinous aponeurosis. The rectus 
femoris tendon remains separate to within a very 
short distance of the patella. 

Rupture may occur through all components 
of this muscle tendon group or through part of 
them, and depending on the extensiveness of the 
tear, there is more or less separation of the torn 
edges. Hemorrhage and tissue fluid effusion 


Read before the Chicago Orthopedic Club October 12, 1934. 
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occur which causes marked swelling that masks 
the diagnosis. Later, if there has been no oper- 
ative repair, there is organization of blood clot, 
fibrosis and a fibrous union, with a considerably 
shortened muscular mass. H. W. Meyerding 
reports such a case in a patient who treated him- 
self after a diagnosis had been made. His result 
was good but he had weakness of the knee. 
Meyerding also states that ossifying hematoma 
may occur if no treatment is carried out. 

The symptoms vary with the extent of the rup- 
ture. There is pain at the knee, the disability is 
immediate and complete, the patient on trying to 
rise collapses, and there is inability to extend the 
leg at the knee. Swelling occurs rapidly and 
causes a bulge above the knee joint, and the 
parapatellar spaces are eliminated. On palpa- 
tion there is a distinct transverse furrow just 
above the patella from 1.5 to 2 inches wide. On 
voluntary flexion of the thigh muscle, this furrow 
is widened and there is bulging of the quadriceps 
mass at the same time. The patellar reflex is 
absent. Aspiration of the area reveals blood from 
the hematoma. 

X-Rays: Anteroposterior views are negative. 
Lateral views may show a decrease in density 
just above the patella. 

The diagnosis is made on the findings as given 
and the history of trauma, either direct or indi- 
rect. In the differential diagnosis, one must con- 
sider fractured patella, severe sprains, rupture 
of the fascia lata, rupture of the patellar tendon, 
internal derangements of the knee joint, fractures 
of the femoral condyles, hemophilia and contu- 
sions. : 

The prognosis is good if operated on. If not 
operated on, there will be union but with an 
elongated quadriceps tendon that will consider- 
ably weaken the quadriceps muscle. Lenormant 
and Olivier report a series of 85 cases in which 
no operative treatment was used. These results 
were: Good, 34; Poor, 35; Bad, 16. 

The treatment consists in operative repair 
under general or local anesthesia. I believe the 
outlook is better if the leg is immobilized and 
operation postponed for about a week to allow 
traumatic inflammation to subside and to allow 
possible local immunity against infection to be 
established. The hematoma should be removed 
ani the different components of the quadriceps 
tendon identified, accurately approximated and 
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sutured with absorbable material. We should 
avoid penetrating the knee joint, if possible. The 
knee should be immobilized with a long Thomas 
splint for about two weeks. Then passive move- 
ment and later active movement should be pre- 
scribed. 


Case 1. Physical examination reveals a well nour- 
ished, well developed male, aged 62 years. He was 
brought to the hospital July 24, 1933, complaining of 
severe pain, swelling and absolute weakness of the right 
knee. Three hours before, patient fell from a street 
car step, striking his knee against a sharp curb. He 
arose but immediately fell again, because he could not 
straighten the right leg. His past history revealed no 
serious illnesses or accidents, but, he had a varicose 
ulcer on this leg just above the ankle for several years, 
On examination, there was seen a swelling above the 
right patella which was soft and fluctuating. Deep 
palpation revealed a sharply defined space about 1 inch 
wide, just above the patella and extending deeply to- 
ward the femur. On attempt to extend the leg, this 
space widened. X-rays showed no abnormalities in the 
bone about the knee, but a lateral view revealed de- 
creased density in the soft tissues just above the pa- 
tella. A diagnosis of ruptured quadriceps tendon was 
made. It was decided to immobilize the leg in a 
Thomas splint until the acute symptoms subsided. Mod- 
erate pressure was applied. On August 1, eight days 
after the original injury, operation was performed 
under avertin anesthesia. A longitudinal incision was 
made from the junction of the middle and lower thirds 
of the thigh down over the patella. There was en- 
countered a considerable amount of clotted blood above 
the patella and hemorrhage into surrounding deeper 
tissues. Upon removal of the clot, there was seen 
a rent occurring through the rectus femoris muscle 
tendon: also a rent through the vastus intermedius, 
one almost completely through the vastus externus and 
a rent extending obliquely upward and inward par- 
tially through the vastus internus. These structures 
were identified and the deeper portion of the wound 
explored. The rents did not extend into the knee 
joint but to the wall of the sub-femoral bursa. The 
torn edges of the vastus internus, the vastus inter- 
medius and the vastus externus were approximated by 
traction. They were sutured with 20-day chromic gut. 
The rectus femoris torn edges were approximated and 
sutured likewise. The fascia lata, deep tissues and skin 
were sutured and two drains inserted. The leg was 
immobilized in a Thomas splint with moderate pressure 
applied and elevated at about a 20° angle. The post- 
operative course was uneventful. The drains were 
removed on the fifth post-operative day. There was 
a slight sanguineous discharge. On the 17th post- 
operative day the patient could move the leg with- 
out causing pain. He was advised not to do this 
until another week passed by. The leg was removed 
from the Thomas splint on the 22nd postoperative day. 
There was between 10° and 20° movement in the knee. 
Patient had the power of voluntary extension of the 
leg, which caused little or no pain. On November 16, 
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1933, the patient had good function of the quadriceps 
muscle and movement from 100° to full extension. He 
walked with only a slight limp. 


9204 Commercial Avenue. 
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PAINLESS CORONARY OCCLUSION 


FRED STENN, M. D. 
CHICAGO 


James B. Herrick’ has said: “Acute coronary 
obstruction has so naturally and unconsciously 
been associated in our minds with angina pectoris 
in which pain is almost by definition a part of 
the symptom-complex, that it is difficult to elimi- 
nate this feature from our clinical conception of 
the accident. Yet it is clearly established that 
painless acute obstruction occurs.” 


I am reporting the following case: Aged 52 and 
a carpenter always in an admirable state of health, the 
patient is a sturdy Lithuanian, who on December 1, 
1934, developed a severe cold. He went to bed, felt 


badly, sweated much, coughed strenuously and had 
fever which his physician told him was due to in- 


fluenza. His condition failed to improve in one week. 
On December 7, 1934, at 1:30 a. m, after a spasm 
of cough, he became suddenly dyspneic, extremely 
weak, cyanotic, and went into collapse. He complained 
of palpitation, nausea and air hunger and whispered 
that he was dying. When I saw him at 2 a. m. he 
was extremely dyspneic, breathing 30 times per min- 
ute, laboring for his breath as in cardiac asthma. The 
pulse was 120, regular and very feeble, the blood pres- 
sure 118/70. The lips and finger nails were deeply 
cyanotic, the face of an ashy hue. The temperature 
(oral) was normal. The brow was covered with fine 
beads of cold sweat. The extremities were cool to the 
touch. The tongue was coated. The heart was only 
slightly enlarged to the left at its apex and a faint 
systolic blow heard over the mitral area, but the quality 
of the heart tones was good. The lungs showed nu- 
merous fine moist inspiratory rales posteriorly. The 
abdomen was negative. Neurologic examination re- 
vealed nothing significant. At 12 a. m. and again at 
6 p. m. his condition remained unchanged, the dyspnea 
still marked and continuous, the cyanosis of the lips 
and nails deep, and the physical findings the same. 
Brought to the hospital he was placed under the 
oxygen tent, where he remained for the two succeeding 
days. Caffeine sodio-benzoate and strychnine were 
administered frequently. On the 2nd day he developed 
hoarseness which continued for one week. Laryn- 
goscopy showed acute laryngitis. A mild cough was 
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present. The temperature became irregularly septic, 
reaching 101.6° the second day, 103° the third, and 


gradually returned to normal. 

The W. B. C. was 21,400, the R. B. C. 4,810,000, 
Hb, 90%, color index 0.93, lymphocytes 20%, and neu- 
trophiles 80%, and Wassermann negative. X-ray of 
the chest showed very little enlargement of the heart 
or aorta, considerable increase in density of the bronchi 
and bronchial lymphatics and enlarged glands in both 
hila. The left side of the diaphragm was slightly ele- 
vated. The electrocardiogram taken seven days after 
the attack showed slurred Q. R. S. in lead III, low 
voltage of T in lead I, diphasic T in lead T, negative 
T and negative P in lead III, pointing to myocardial 
damage and coronary disease. 

By the third day the dyspnea and cyanosis had com- 
pletely disappeared, the pulse improving in quality. A 
friction rub was heard at no time. One week later the 
patient was removed to his home, where he has been 
since confined strictly to bed, and doing well. 


The painless coronary lesion has been described 
by Krehl*? and the other clinicians of the latter 
part of the nineteenth century. In 1921 Galla- 
verdin® called attention to patients who die of 
myocardial infarction without pain displaying 
tightness and oppression in the chest. In his 
study of a group of 19 cases of coronary throm- 
bosis at Peter Bent Brigham Hospital Wearn‘* 
found that 16 showed as the prominent and con- 
stant feature, dyspnea, and of these, 4 showed 
such severe dyspnea as to completely overshadow 
the other symptoms. One of his patients was 
seized suddenly with acute dyspnea, gasping for 
air while sitting up in bed, and physical exami- 
nation failed to display the cause for the attack. 
In another the dyspnea was so severe that the 
patient jumped from bed and ran outside for air. 

Kast, Bain and Cary® reported 7 cases of 
cardiac infarction without pain. 


One of particular interest was that of a police ser- 
geant aged 57 always in a good state of health, had 
influenza in February, 1926, from which he made a 
normal recovery, again taking ill with a cold and con- 
fined to bed because of increasing dyspnea and a severe 
cough. Though he recovered, dyspnea became per- 
sistent and he walked only with great respiratory diffi- 
culty. There was no pain. In January, 1928, he was 
very pale, the pulse 134 and regular, the B. P. 140/90 
and the heart slightly enlarged to the left. There were 
no murmurs, edema, or liver enlargement. The E. K. g. 
showed only left ventricular preponderance. On Feb- 
ruary 10 he died suddenly in bed, pain having occurred 
at no time. Necropsy showed thrombosis of the an- 
terior descending branch of the left coronary artery 
and two large branches of the right coronary. The 
myocardium showed extensive fibrotic disease. 


Their other cases were clinically similar, all 
attacked by sudden severe dyspnea followed by 
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heart failure. Though recovery of mild degree 
occurred in some of the cases the patients were 
never well again. The physical signs were the 
same as in cardiac infarction with pain, viz, 
enlargement of the heart to the left, gallop 
rhythm at the apex; some showing extra systoles, 
some pulsus alternaus. Most of these died within 
a year after the initial attack. Parkinson and 
Bedford,® Aubertin and Lereboullet,’ and S. 
Marx White® have each contributed to our meager 
knowledge of this subject. N.S. Davis III® in 
his analysis of the cases of coronary occlusion 
encountered at Northwestern University Medical 
School and Alexian Brothers Hospital, Chicago, 
showed a 40 per cent. incidence of the absence 
of pain. Hay’ emphasized that pain is more 
likely to be absent in second or third attacks, 
dyspnea and shock being the outstanding fea- 
tures. 

The cause of the painlessness is not altogether 
clear but some of the ideas in this regard are 
at least suggestive. In their experimental work 
Sutton and King™ have observed that the degree 
of pain produced by ligature of the coronary 
arteries in dogs varies with the animal, some 
more sensitive to pain than others. In this re- 
gard Crummer™ explains that “the so-called 
angina pectoris sine dolore occurs particularly, 
perhaps mainly, in the hypersensitive person. A 
slight pain in a hypersensitive individual can 
usually be evaluated as though it were a severe 
pain. In the hyposensitive person a complaint 
of burning or pressure most often can be looked 
upon as the equivalent of what would be pain in 
a normally sensitive person . . . instead of pain 
one may find the outstanding manifestation to 
be some such symptom as vertigo, weakness, 
belching, sweating, or dyspnea.” Yet a small 
proportion of the patients who have painless 
coronary attacks are truly hypersensitive display- 
ing the most delicate sensitivity to painful, emo- 
tional and mental states. 

Herrick’ explains the absence of pain as due 
to the presence of silent and indifferent areas in 
the myocardium which are little sensitive to pain 
and that gradual progressive narrowing of the 
coronary artery leads to fibrosis with “destruc- 
tion of vessels, nerves, and functioning muscles, 
so that a painful response for a new obstruction 
is lacking.” Some of the necropsies, however, 
performed on the painless coronary cases have 
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shown only fresh infarcts unassociated with any 
previous necrosis of the myocardium or marked 
diminution of the lumina of the coronary 
arteries. 

These experiences with the absence of pain in 
acute coronary occlusion are stimulating to the 
physiologist as well as the clinician, and question 
the sources and mechanism of painful stimuli in 
this only too recently known lesion. 
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SILICOSIS 
WENDELL STEWART, M. D. 
EAST ST. LOUIS, ILL. 


Dusts are among the major industrial hazards 
of our time. It has been estimated that ten per 
cent. of all workers are exposed daily to poten- 
tially dangerous concentrations of dust. Some 
dusts are dangerous from their toxic effect, others 
for the reaction that they cause within the lungs. 

Dusts containing free crystalline silica or 
fibrous silicates as asbestos are the only ones 
known to produce interstitial fibrosis of the lungs. 
Chalicosis, anthracosis and siderosis are terms 
descriptive of the dusts inhaled.? It is now well 
established that in the absence of silica or fibrous 
silicates, that the change produced by the inhala- 
tion of coal, iron, gypsum and other dusts is 
pigmentation of the lungs, or if the exposure 
continues over a considerable period of time that 
there may be moderate permanent thickening of 
the connective tissues in the pleura, interlobar 
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septa and the adventitial coats of the blood ves- 
sls and bronchi.* This process is but a somewhat 
greater degree of the “lymphatic pneumoconio- 
sis” that is present to some degree in nearly all 
adult city dwellers. This rarely interferes with 
health. 

Silica and certain fibrous silicates tend to 
incite an active fibrosis of the lung tissue that 
may interfere with function. By no means all 
of those exposed to heavy concentrations of 
silica, however, contract silicosis. The defense 
mechanisms of the respiratory tract consisting of 
the tortuous, mucous membrane lined nasal 
passages, the pharynx, the cilia of the trachea 
and the bronchi, the mucous secretion of these 
passages, the dust cells, the cough, and the 
lymphatics are effective barriers to much of the 
atmospheric dust. 

Experience gained from the study of a dust 
hazard in one industry cannot be assumed to 
apply to another industry or even to the same 
industry in another location. Among the South 
African gold miners, silicosis is common.‘ Yet 
in the gold fields of India where the concentra- 
tion of silica is as great, silicosis appears uncom- 
mon. A high incidence of silicosis may appear 
in one foundry and be unheard of in another 
foundry in the same area.® 

Tuberculosis is not the inevitable fate of those 
afflicted with silicosis. In certain industries, for 
reasons unknown at this time, tuberculosis fol- 
lows silicosis in from 20 to 75% of the cases.”® 
In other industries, notably among the cement,° 
foundry® and sandstone quarry workers’? silicosis 
is found, but the incidence of tuberculosis is not 
greater and may be even less than in the general 
male industrial population of corresponding age. 
There is considerable evidence that silicosis may 
retard the progress of pulmonary tuberculosis in 
some cases.7* 

Properly made stereoscopic roentgenograms of 
the chest afford the most nearly accurate method 
of determining the presence or absence of sili- 
cotic fibrosis during life. Technically poor films 
or those made with relatively long exposures 
should not be considered. The Roentgen appear- 
ance is usually characteristic; the few conditions 
that simulate the nodulation of silicosis can be 
differentiated by the history, physical and the 
laboratory examinations or these failing, by serial 
study. The numerous conditions that remotely 
tesemble silicosis can be differentiated by.a criti- 
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cal analysis of the Roentgen markings alone. By 
and large, the presence or absence of silicosis 
can be determined from the roentgenograms. 

The Committee on Pneumoconiosis of the 
American Public Health Association concluded’? 
that “The earliest specific indication of the pres- 
ence of silicosis is the radiographic appearance 
consisting of generalized arborization throughout 
both lung fields with more or less small discrete 
mottling. This characteristic mottling is due to 
shadows cast by the discrete individual nodules 
of fibrous tissue in the lungs and is essential to 
the diagnosis of silicosis. Without this finding, 
the diagnosis of silicosis is not sustained except 
by autopsy.” 

On stereoscopic roentgenograms of the chest, 
the hilus shadows are found to be large in early 
silicosis. There is a fine network of linear mark- 
ings throughout each lung field. In addition, 
there are numerous small nodules along these 
markings. These nodules are small, discrete and 
symmetrically distributed. The apices and the 
costophrenic angles do not show nodulation in 
this stage. 


Slide 1. Male. Age 51 years. This man was em- 
ployed as a jack hammer drill operator in a hard rock 
metal mine underground for eighteen years. He has 
no symptoms referable to the lungs. We find on this 
negative large hilus shadows, a fine arborization and 
fine nodulation along these linear markings. This 
nodulation is more apparent on the right side. 

“The characteristic radiographic appearance of sec- 
ond stage silicosis is a generalized medium sized 
mottling throughout both lung fields. The shadows 
of the individual nodules are for the most part discrete 
and well defined on a background of fibrous arboriza- 
tion, but there may be here and there larger but limited 
opacities due to irregular pleural thickening or to a 
localized aggregation of nodules.”” 

Slide 2. Male. Age 49 years. This man was em- 
ployed for ten years underground in a hard rock metal 
mine as a machine man. He complained of some short- 
ness of breath on unusual exertion. On the negative 
we see a symmetrical fine nodulation on a background 
of arborization. The hilus shadows remain large. 

Slide 3. Male. Age 40 years. Has been employed 
underground in lead mine for sixteen years as a 
shoveler. Here again we have the symmetrical nodula- 
tion. 

Slide 4. Male. Age 50 years. Laborer underground 
in lead mines for thirty-five years. He complained of 
some shortness of breath. The nodulation in this slide 
is somewhat larger. 

Slide 5. This man was a coal miner for fifteen years. 
He then worked in the same room with sand blasters 
without any protection. At the end of four years he 
was forced to quit because of shortness of breath. His 
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dyspnea has been. progressive since leaving the dust. 
The nodulation here is considerably larger and appears 
to typify that found after the shorter but intense ex- 
posures. 

“The radiographic appearances in the third stages 
are further accentuated, the mottling is more intense, 
the nodules are larger and have taken on a conglomer- 
ate form so that large shadows are shown corresponding 
to areas of dense fibrosis.”” 

Slide 6. White. Age 30 years. This man was em- 
ployed for three years in a mill in which quartz rock 
was pulverized without any precautions. The chest 
film shows a symmetrical distribution of coarse nodu- 
lation. 

Slide 7. This is a chest film of the same patient made 
some four months later. There is some conglomera- 
tion of the nodules into larger masses. At this time, 
this patient was extremely dyspneic. 

Slide 8. This is the same patient some two months 
later or six months after the first film. The man died 
of pneumonia some three weeks after this film was 
made. Postmortem examination failed to demonstrate 
any evidence of tuberculosis. 

The Roentgen appearance of silico-tuberculosis or 
tuberculosilicosis is variable. In addition to the 
symmetrically distributed silicotic nodules, there are 
dense areas of infiltration or cavitation which show a 
greater tendency to basilar distribution than the usual 
tuberculosis. The detection of silicosis in the presence 
of a massive pulmonary tuberculosis may depend on 
special postmortem technique with incineration of por- 
tions of the lungs.” 

Slide 9. White. Male. Age 34 years. This man 
was employed for eight years in a silica grinding mill 
in which the pulverizing was done dry. At the time 
this film was made, the patient was bedfast from weak- 
ness and dyspnea. There was a low grade fever. 
Tubercle bacilli were plentiful in the sputum. On the 
film, we find a symmetrical nodulation and, in addition, 
massive areas of fibrosis in each upper lung field. 

Slide 10. This is a film of the same patient made 
two months later about one hour after death. The 
postmortem examination showed an advanced pul- 
monary tuberculosis with silicosis. 


The descriptive phrase “fibrosis of the lungs” 
like arthritis, covers a multitude of normal and 
disease states in which the reaction of the lung is 
an increase in the connective tissue element. 
There are a variety of conditions that may pro- 
duce an increase in the lung markings. Among 
these may be mentioned the changes incident to 
age, acute and chronic respiratory infections, in- 
halation of certain irritating gases, heart disease, 
residual of a healed pulmonary tuberculosis, 
asthma, emphysema, whooping cough, bronchi- 
ectasis, chronic interstitial pneumonia, medi- 
astinal tumors including aneurysms of the aorta 
and the late results of foreign bodies in the air 
passages. 
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Many of the conditions above are manifest 
by a “reticulum” effect. The bronchovascular 
markings are numerous, well outlined and send 
many fine arborizations into the peripheral zone. 


This appearance has been aptly compared to that 
of a bare tree. Caution is needed in interpreta- 


tion of films showing this “reticulum” effect in 


that pseudo nodulation can be demonstrated in 
all of them. However, it can be shown that this 
apparent nodulation is due to the intersection of 
two linear markings in different planes or to 
linear markings caught axially. In addition, it 
is possible in these cases of apparent nodulation 
to count the total number without difficulty while 
in the nodulation of silicosis they are far too 
numerous to count. 

Examples of certain of these increased linear 
markings or the so-called “definitely more fibrosis 
than usual” will be shown. 


Slide 11. This is the chest film of a male, aged 55. 
He is an office employee, never exposed to more than 
street dust. He has had mild cardiac decompensation 
over a period of five years. On the roentgenograms, 
we see a large heart and a well marked arborization. 

Slide 12. This slide is the chest film of a dentist, 
aged 35, who has never worked in dusty places. He 
has the characteristic clinical and Roentgen findings 
of mitral stenosis. We find the hilus shadows are large 
and that there is an extensive arborization in’ each lung 
field. 

Slide 13. This patient is 65 years of age. He has 
been suffering from bronchitis and asthma for years. 
There is no dust exposure. His chest film shows ex- 
tensive arborization and apparent nodulation. 

Slide 14. This is the chest film of a 65 year old male 
who has had several attacks of pneumonia but no ex- 
posure to dust. 

Slide 15. This is the chest film of a while female, 
aged 35, with acute lymphatic leukemea, who shows 
extensive arborization and pseudo nodulation. There is 
no dust exposure. 

Slide 16. This is the chest film of a 65 year old 
soft coal miner. He has the so-called “miners’ asthma.” 

Certain infiltrations of the lungs may bear a remark- 
able resemblance to the nodulation of silicosis as miliary 
tuberculosis, carcinomatosis of the lungs, fungus infec- 
tions of the lung, tuberculosis and chronic intrastitial 
pneumonia. Of these several condition slides illustrat- 
ing two will be shown. 

Slide 17. This is the chest film of a white female 
aged 32 with no industrial exposure. She died some 
three months later from miliary tuberculosis. The 
nodulation here is very similar to that of silicosis but 
we observe extension into the apices and the costo- 
phrenic angles. 

Slide 18. This is an 18 year old white female with 
symptoms of four months duration. There has been 
no dust exposure. There is a bilateral advanced tuber- 
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culosis. In the lower half of each lung field, there are 
many nodulations marking a bronchogenic spread of 
tuberculosis. 


CONCLUSION 


1, Silica and certain fibrous silicates as 
asbestos are the only dusts known to produce 


interstitial fibrosis of the lungs. 

2, The specific indication of the presence of 
silicosis is the characteristic nodulation on the 
roentgenogram. Without this finding, the diog- 
noses of silicosis is not sustained except by post- 


mortem examination. 
234 Collinsville Ave. 
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CHANGES IN GASTRO-INTESTINAL TRACT 
IN DEFICIENCY STATES 

Thomas T. Mackie and Robert E. Pound, New York 
(Journal A. M. A., Feb. 23, 1935), demonstrated roent- 
genologically changes in the small intestine in twenty- 
nine of thirty-seven cases of chronic ulcerative colitis 
and in three cases of tropical sprue. The changes are 
those which could be produced by edema of the mu- 
cous membrane, disorganization of the normal motor 
activity and reduction in tone of the intestinal muscu- 
lature. They are constantly present and most marked 
in the cases showing advanced deficiency states. In the 
milder cases the parallelism is not exact. While the 
evidence does not warrant definite conclusions, the 
observations suggest that these changes in the small 
intestine are related to the deficiency states and perhaps 
play a part as a conditioning factor in their develop- 
ment. 
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Society Proceedings 


COOK COUNTY 
CHICAGO MEDICAL SOCIETY 
Regular Meeting, Wednesday, March 4, 1935 
Program Presented by the Faculty of the College of 
Medicine, University of Illinois, Chas H. Plufer, pre- 
siding. 
1. Spastic Paraplegias 
A. Clinicopathologic Features—George B. Hassin. 
Discussion—Roland P. MacKay. 
B. Surgical Treatment-—Eric Oldberg. 
Discussion—Edmund Andrews; Percival Bailey. 
2. Psychotic Symptoms and Their Siguificance—-H. 
Douglas Singer; A. A. Low. 
Discussion—R. T. Woodyait; E. F. Foley. 


COMBINED MEETING OF THE CHICAGO 
MEDICAL SOCIETY AND THE CHICAGO SO- 
CIETY FOR THE STUDY OF RHEUMATIC 
DISEASES 

Wednesday, March 20, 1035 


Auditorium—Medical and Dental Arts Bldg., 185 

North Wabash Avenue, Chas. H. Phifer, presiding. 
PROGRAM—FOCAL INFECTIONS 

The Present Concept of Focal Infection—I. Pilot; 
Joseph L. Miller. 

Discussion: Ernest E. Irons, Eugene F. Traut, Emil 
G. Vrtiak, Edwin P. Jordan, Russell D. Herrold,. David 
EF. Markson. 

The Value of Colloidal Gold in Inoperable Cancer— 
Edward H. Ochsner. 

Regular Meeting, Wednesday, March 27, 1935 

Auditorium—Medical and Dental Arts Bldg., 185 
North Wabash Avenue. 

Program Presented by Faculty of Northwestern Uni- 
versity Medical School, Chas. H. Phifer, presiding. 

“Studies of the Thyreotropic Pituitary Hormone’— 
Paul Starr. 

‘ Discussion—Hugo Roney, Emery Grimm. 

“The Immediate Treatment of Injuries’--Michael L. 
Mason. 

Discussion—Frederick W. Slobe, C. G. Shearon. 

“The Blood Cyanates in Cyanate Therapy of Hyper- 
tension”—M. Herbert Barker. 

Discussion—N. S. Davis III, Wm. Thomas. 

“An Evaluation of the Relative Merits of Cholecyst- 

ectomy vs. Cholecystostomy”—Marshall Davison. 
Discussion—J. R. Buchbinder, R. W. McNealy. 





Marriages 


JOHN FRANCIS HAMMOND to Miss Louise 
Selergren, both of Chicago, February 24. 

SAMUEL G. SEINFELD to Miss Charlotte Lois 
Strumpf, both of Chicago, February 10. 

Paut G. THopE, Chicago, to Miss Margaret 
Danielson of Evanston, Ill., March 5. 

Harry Gorr THompson, Mount Vernon, IIl., 
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to Miss Margaret Matthews of New Haven, 
Conn., Dec. 1, 1934. 





Personals 


Dr. Chauncey C. Maher, Chicago, addressed 
the Whiteside County Medical Society, February 
28, in Sterling on hypertension. 

At a meeting of the Vermilion County Medical 
Society, March 6, Dr. Arthur H. Parmelee, Oak 
Park, spoke on “Respiratory Diseases in Chil- 
dren.” 

Dr. Harold O. Jones, Chicago, discussed 
“Diagnosis and Treatment of Carcinoma of the 
Cervix and Uterine Endometrium” before the 
Peoria City Medical Society, March 5. 

Doctor Max Thorek has been invited to ad- 
dress the Victoria Medical Society, the Van- 
couver Medical Association and Calgary Medical 
Society of Canada, on April 13, 14 and 16 re- 
spectively, on the subject of, “Electrosurgical 
Obliteration of the Gallbladder vs. Classical 
Cholecystectomy.” 

Dr. Glenn J. Tygett of Cape Girardeau, Mis- 
souri, addressed the Union County Medical So- 
ciety on the “Diagnostic and Therapeutic Aids 
in Ophthalmology and Otolaryngology for the 
General Practitioner.” 

Letters and telegrams were sent by members 
of the Union County Medical Society to their 
Congressman at Washington, D. C., urging them 
to oppose all forms of legislation dealing with 
state medicine and health insurance. Numerous 
favorable replies were received from these Con- 
gressmen by the different members of the society. 

Dr. E. J. Berkheiser spoke on “Fractures of 
the Ankle” at the meeting of the Lake County 
Medical Society, at Gary, Ind., on Thursday, 
March 14. 

Dr. George W. Crile, Cleveland, discussed shock 
before the Englewood Branch of the Chicago 
Medical Society, March 5. 

Among others, Dr. Owen H. Wangensteen, 
Minneapolis, addressed the Chicago Surgical So- 
ciety, March 1, on “Practical Aspects of the 
Therapeutic Problems in Bowel Obstruction.” 

Speakers before the Chicago Council of Medi- 
cal Women, March 1, were Drs. Ethel M. Davis, 
“Rheumatic Endocarditis in Children,” and 
Alice K. Hall, “Popular Fallacies in Otolaryngol- 


ogy.” 
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The DeWitt County Medical Society was ad- 
dressed, February 25, by Dr. John A. Wolfer, 
Chicago, on “Problems in the Management of 
Gallbladder and Biliary Tract Disease.” 

Speakers before the Chicago Pathological So- 


, ciety, March 11, included Drs. Frank M. Cochems 


and Theophil P. Grauer on “Squamous Cell Car- 
cinoma, Leukoplakia and Concretions in a Meg- 
alo-Ureter.” 

The Chicago Gynecological Society was ad- 
dressed, March 14, by Drs. Edward H. Richard- 
son, Baltimore, on “Abdominal Hysterectomy” 
and Noble Sproat Heaney on “Vaginal Hysteree- 
tomy.” 

The Chicago Ophthalmological Society was ad- 
dressed, March 18, among others, by Dr. Leo L. 
Mayer and H. W. Magoun, Ph.D., on “Effects on 
the Pupillary Reaction of Lesions in the Posterior 
Commissure.” 

Speakers before the Warren County Medical 
Society, February 27, were Drs. George Karl 
Fenn and Guy M. Cushing, Chicago, on “Angina 
Pectoris” and “Acute Perforating Gastric and 
Duodenal Ulcers,” respectively. 

The Chicago Orthopedic Society was addressed, 
March 8, by Drs. Max Cutler on “Treatment of 
Bone Tumors” and Charles W. Peabody, Detroit, 
“Tendon Transplants Judged by Late Results.” 

At a meeting of the Chicago Urological Society, 
February 28, Drs. Tyrrell G. McDougal and 
Julius M. Glasser discussed “Conservative Treat- 
ment of Hydronephrosis” and “Caleuli Formation 
Following Prostatectomy,” respectively. 

The Chicago Laryngological and Otological So- 
ciety was addressed, March 4, by Dr. William F. 
Petersen on “Meteorological Factors in Oto- 
laryngologic Practice.” 

Dr. Henry Kennon Dunham, Cincinnati, 
among others, addressed a joint meeting of the 
Chicago Roentgenological Society, Chicago Tu- 
berculosis Society and the Chicago Tuberculosis 
Institute, March 14, on emphysema. 

Dr. Ralph A. Reis addressed the Lancaster 
County Medical Association in Lincoln, Neb., on 
March 5. His title was “Some aspects of the 
conduct of normal labor.” 

Doctor Dorrin F. Rudnick addressed the Au- 
rora Medical Society at the Copley Hospital, on 
March 14, 1935 on the subject of Pyelonephritis, 
etiology, diagnosis and treatment. 

Speakers at the meeting of the North Side 
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Branch of the Chicago Medical Society, March 7, 
were Drs. Andrew C. Ivy and Anton J. Carlson 
on “Anterior Lobe of the Hypophysis—Function 
and Clinical Pathology” and “Physiology of the 
Ovaries” respectively. 

Dr. Samuel L. Gabby, Elgin, discussed “Der- 
matitis Probably Due to Dyes” before the Chi- 
cago Society of Allergy,” March 18 and a review 
of recent literature on urticaria was presented by 
Drs. Francis L. Foran, Tell Nelson, Samuel J. 
Taub, Leon Unger, William L. Beecher and Sam- 
uel M. Feinberg. 

Dr. Leon Unger gave a talk on “The Recent 
Advances in the Field of Allergy” before the 
staff of Mercy Hospital, Urbana, on March 5, 
1935. 

Joseph K. Narat was invited to give a talk on 
“Cancer Research” for the Will-Grundy Medical 
Society, March 13. 





News Notes 





—Ahbout 1,400 persons attended a banquet in 
Chicago at the Palmer House, March 23, to 
honor the long services of Dr. Frederick Tice, 
clinical professor of medicine, Rush Medical Col- 
lege, to the Cook County Hospital and the 
Municipal Tuberculosis Sanatorium. Dr. Frank 
Jirka, state health commissioner, Springfield, 
was toastmaster. Addresses were made by many 
public officials and also Drs. William A. Pusey, 
Samuel R. Slaymaker, Allan J. Hruby and Mor- 
tis Fishbein. Dr. Tice is also emeritus professor 
of medicine at the University of Illinois College 
of Medicine. 

—The Chicago Board of Health has recently 
adopted rules and regulations for the production 
and control of vitamin D milk. Three processes 
for this purpose have been accepted, including 
ultraviolet irradiation, the addition of an ap- 
proved vitamin D concentrate in a satisfactory 
manner, and the feeding of concentrated vitamin 
D substances to dairy cows under suitable condi- 
tions. A series of regulation application forms 
and other data have been developed to guide 
those who wish to apply to the board for permits 
to distribute such milk in the Chicago area. 

—Dr. Ralph H. Kuhns, instructor in neuro- 
psychiatry at the University of Illinois College 
of Medicine has been invited to present a paper 
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on the subject of “Fever Therapy for Dementia 
Paralytica at the annual meeting of the Miami 
Valley Hospital Society to be held May 3 in 
Dayton, Ohio. 

—A new $500,000 addition to the U. S. Ma- 
rine Hospital, Chicago, was dedicated, February 
18, with Surg. Gen. Hugh S. Cumming presiding 
at the ceremonies. The new wing, which con- 
tains 109 beds, increases the institution’s capacity 
to 264 beds. The hospital was founded in 1873. 

—William W. Cort, Ph.D., professor of helmin- 
thology, Johns Hopkins University School of 
Hygiene and Public Health, Baltimore, will de- 
liver the Gehrmann Lectures of the University 
of Illinois College of Medicine, April 8-10. 

—H. 411 and S. 210 propose to impose on phy- 
sicians, osteopaths, dentists, chiropractors, chirop- 
odists and optometrists an annual occupational 
tax equal to 3 per cent of their gross receipts from 
practice. H. 425, to amend the medical practice 
act, proposes to permit corporations to practice 
medicine. 

—H. 319 proposes that no one shall be employed 
to teach in the common schools of the state who 
does not present a physician’s certificate showing 
that the applicant is free from contagious, in- 
fectious or communicable diseases. H. 320, to 
amend the medical practice act, proposes to au- 
thorize the revocation of the license of any prac- 
titioner who knowingly issues “a false certificate 
to any person to aid such person to obtain an 
appointment as a teacher in the schools of the 
state and showing such person to be free from 
contagious, infectious and communicable dis- 
eases.” 

—Heart disease accounted for 21,034 deaths 
in the total of 87,195 in Illinois for 1934, accord- 
ing to the state health department. A general 
mortality rate of 11.1 per thousand was noted for 
the year, a figure slightly higher than the average 
since 1929 but substantially lower than that for 
any previous year on record. The report stated 
that although the birth rate, 14 per thousand of 
population, was slightly higher last year than in 
1933, the rise in mortality offset the gain, leaving 
an excess of only 23,000 births over deaths the 
lowest on record. The maternal mortality rate 
(4.8 per thousand births) was the lowest on rec- 
ord, but the infant death rate of 53.2 per thou- 
sand births was noticeably higher than for 1933. 
A new low level was reached for mortality from 
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tuberculosis, 4,102 deaths giving a rate of 52 per 
hundred thousand of population. There were 
sharp advances in mortality from infantile diar- 
rhea and pneumonia. Second to heart disease 
was cancer, accounting for 9,638 deaths; nephri- 
tis, 8,156 ; accidents, 6,919 ; cerebral hemorrhage, 
5,600; pneumonia, 5,901 and tuberculosis, 4,102. 
These seven, causes accounted for substantially 
more than half of all mortality last year, and all 
but tuberculosis and cerebral hemorrhage were 
responsible for marked increases. 





Deaths 


MiIcHAEL Eart Brennan, East St. Louis, Ill.; St. 
Louis University School of Medicine, 1921; a Fellow 
A. M. A.; past president of St. Clair County Medical 
Society; for sixteen years bacteriologist for the city 
health department; aged 40; on the staff of St. Mary’s 
Hospital, where he died, January 31, of carcinoma of 
the larynx. 

Hittes TALLEY Brown, Dixon, IIl.; Northwestern 
University Medical School, Chicago, 1922; also a den- 
tist; formerly demonstrator in anatomy at the North- 
western University Dental School; on the staff of the 
Dixon State Hospital; aged 71; died, February 19, in 
the Veterans’ Administration Hospital, Milwaukee, of 
bronchopneumonia and coronary sclerosis. 

James N. Downs, Atkinson, IIl.; Homeopathic Hos- 
pital College, Cleveland, 1880; member of the Illinois 
State Medical Society; aged 80; died, February 3, of 
coronary occlusion. 

Rosert M. FunKuousenr, Fairfield, Ill. (licensed in 
Illinois in 1879) ; aged 84; died, February 1, of arterio- 
sclerosis. 

Vincent GIALLORETI, Chicago; Regia Universita di 
Napoli Facolta di Medicina e Chirurgia, Italy, 1892; 
aged 69; died, March 6, of cerebral hemorrhage. 

EstHER CONCORDIA JOHNSON, Moline, IIl.; Univer- 
sity of Illinois College of Medicine, Chicago, 1931; also 
a medical missionary; aged 35; died, January 22, of 
malaria. 

ARCHIBALD Cecit Kane, Oak Park, IIl.; Queen’s 
University Faculty of Medicine, Kingston, Ont., Can- 
ada, 1920; member of the Illinois State Medical So- 
ciety ; instructor in laryngology, otology and rhinology, 
University of Illinois College of Medicine, Chicago; 
served with the British Army during the World War; 
consulting surgeon to the Municipal Contagious Disease 
Hospital, Chicago, and formerly on the staff of the 
Illinois Eye and Ear Infirmary, Chicago; aged 42; 
died, February 10, of coronary thrombosis. 

Wiitram Berincer Marcusson, Oak Park, IIl.; 
Rush Medical College, Chicago, 1885; aged 74; died, 
February 17, of cerebral arteriosclerosis, thrombosis 
and pneumonia. 


FrankKiin H. Martin, Chicago; Northwestern Uni- 
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versity Medical School, Chicago, 1880; a Fellow | 
A. M. A.; who founded and edited Surgery, Gynecol- 7 
cgy and Obstetrics; organized the Clinical Congress © 
of Surgeons of North America in 1910, and American 
College of Surgeons in 1913; founded the Gorgas ~ 
Memorial Institute of Tropical and Preventive Medi- 
cine; chairman of the general medical board of the © 
Council of National Defense during the World War; 
president of the American College of Surgeons in 1929; 
and director general from 1913 till his death, aged 77, in 7 
Phoenix, Ariz., March 7, 1935. ; 


Dr. Martin was the recipient of numerous honors, | 
including the U. S. Distinguished Service Medal, and © 
orders from King George of England and the Crown | 
of Italy. 7 

BERNARD MILLER, Chicago; College of Physicians and — 
Surgeons of Chicago, School of Medicine of the Uni- | 
versity of Illinois, 1900; aged 58; died, February 13, 7 
of angina pectoris and chronic myocarditis. 4 

Henry Epwarp SAver, Miami, Fla.; Northwestern ~ 
University Medical School, 1896; at one time instruc- — 
tor in gynecology at his alma mater; for many years | 
on the staff of the Grant Hospital, Chicago; aged 66; — 
died, Dec. 10, 1934. 

Witt1am T. Suort, Stonington, Ill.; Marion-Sims — 
College of Medicine, St. Louis, 1897; member of the 
Illinois State Medical Society; formerly district health — 
superintendent of the state department of health; aged ~ 
62; died, February 10, of acute dilatation of the heart. | 

Noste Van Zant, Momence, IIl.; College of Physi- 
cians and Surgeons of Chicago, School of Medicine of © 
the University of Illinois, 1906; on the staff of St. 
Mary’s Hospital, Kankakee; aged 52; died, January 
17, of coronary occlusion. 

Cuartes F. W. WILHELM], East St. Louis, IIl.; St. 
Louis Medical College, 1880; a Fellow, A. M. A.; past 
president and secretary of St. Clair County Medical 
Society; fellow of the American College of Surgeons; 
formerly health officer of East St. Louis; at various 
times chief of staff of the Christian Welare Hospital 
and St. Mary’s Hospital; aged 76; died, January 28, 
of cerebral hemorrhage. ‘ 

Orno Boyp WiLL, Peoria, Ill.; Rush Medical Col- | 
lege, Chicago, 1869; member of the House of Delegates | 
of the American Medical Association in 1902 and in 
1906; member and past president of the Illinois State 
Medical Society; one of the founders and on the staff 
of the Proctor Hospital; aged 88; died, January 28, 
of chronic nephritis and cerebral arteriosclerosis. 

Lawrence Epwarp Zutey, Oak Park, IIl.; Loyola 
University School of Medicine, Chicago, 1932; a Fel- 
low, A. M. A.; on the staffs of the West Suburban 
Hospital and the Oak Park Hospital; aged 28; died, 
February 14, of appendicitis, general peritonitis and 
pneumonia. 

Apert SAMUEL Zwick, Chicago; Cleveland College 
of Physicians and Surgeons, Medical Department Ohio 
Wesleyan University, 1912; a Fellow, A. M. A.; aged 
45; died, January 27, in Miami, Fla. of pulmonary 
edema. 
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